® 


Dablshed ty 


THE AMERICAN ACADEMY OF GENERAL PRACTICE 


Adverse Effects of Antibiotic Treatment 


GEORGE GEE JACKSON, M.D., AND HARRY F. DOWLING, M.D. 


Which Patients May Fly 
August 1953 SIDNEY KREININ, M.D. 


IN THIS ISSUE Treatment of Bronchial Asthma 


Volume Vill Number 2 


Refractory Heart Failure 
JOHN F. STAPLETON, M.D., AND W. PROCTOR HARVEY, M.D. 


COMPLETE CONTENTS PAGE 3 


: 
| 
| 
| 
4 
af 
RE 
| 
| 
| 
a 


Isn't this the 


for your hypertensive patients? 


Nitranitol’s safe, gradual, prolonged vasodilation 
permits hypertensives to resume more normal lives. 


And . . . therapeutic dosages of NITRANITOL can be maintained 
over long periods of time . . . without frequent checkups . . . without 
worry about possible toxic effects. 


Nitranitol is the universally prescribed drug in the management 
of essential hypertension. 


FOR SAFE, GRADUAL, PROLONGED VASODILATION 


1. When vasodilation alone is indicated —NITRANITOL. 

2. When sedation is desired—NITRANITOL with PHE- 
NOBARBITAL. 

3. For extra protection against hazards of capillary 
fragility—NITRANITOL with PHENOBARBITAL and 
RUTIN. 

4, When the threat of cardiac failure exists—NITRANITOL 
with PHENOBARBITAL and THEOPHYLLINE. 

5. For refractory cases of hypertension — NITRANITOL 
P.V. (Nitranitol, Phenobarbital, Veratrum Alkaloids*) 
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“Vaginal leukorrhea” due to Trichomonas vaginalis is described! as “one of our 
truly nuisance diseases,” being present in one out of five women, yet many a 


woman still hesitates to discuss leukorrheal discharge with her physician. 


Physiologic Floraquin’ Therapy in Leukorrhea 


Many a woman also is discouraged because the 
discharge reappears? time after time, even after 
an apparent cure of weeks or months. 
Treatment? has a twofold purpose: To destroy 
the trichomonads and to keep the vagina dry. 
Floraquin, with its acid and sugar content, main- 
tains a normal vaginal pH of 3.8 to 4.4 and en- 
courages the growth of the normal Déderlein 


bacilli and secretions. 


Active treatment with Floraquin should be con- 
tinued! through at least two or three menstrual 
periods to assure successful cure. 

It is available as powder and vaginal tablets. 


1. Savage, M. B., in discussion of Davis, C. H., and Grand, C. G.: Trich- 
omonas Vaginalis Donné: An Evaluation of Experimental and Clinical 


Data, Am. J. Obst. & Gynec. 64:544 (Sept.) 1952. 


2. Upton, J. R.: Symposium: Certain Aspects of Office Treatment in 
Obstetrics and Gynecology: Trichomonas Vaginalis Vaginitis, West. J. 
Surg. 60:222 (May) 1952. 


3. Kleegman, S. J.: Treatment of Trichomonas Vaginitis, GP 6:49 
(Aug.) 1952. 


4. Kanter, A. E.: The Recognition and Treatment of Vaginal Lesions, 
Postgrad. Med. 12:457 (Nov.) 1952. 
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All the Benefits 
of Fresh, Ripe Apples— 4 
For Year Round Use " 
APPELLA® APPLE POWDER 


Therapeutic and Prophylactic in Diarrhea 


Appella Apple Powder — for efficient treatment of diarrhea — is neither a 
seasonal medication nor exclusively a children’s remedy. It can be administered to 
all members of the family, at any time of the year. It provides the valuable 
properties of good, ripe apples throughout the year. 


The logic and value of a high caloric diet, including Appella, in infant diarrhea, 
are emphasized by O’Keefe': 


“The infant is losing a large amount of essential food stuffs owing to the 
rapid passage of material through the intestinal tract. A high calory 

diet compensates for this loss... The apple powder is an important 
component of this regime, since it slows the intestinal rate and converts 
the watery irritating stools into comparatively normal dejections.” 


APPELLA’ APPLE POWDER 


is a simple, wholesome, convenient treatment for diarrhea in infants, 

children, adults. Appella is a blend of several selected varieties of apples chosen 
for their high content of pectin and uronic acid.? Appella provides 10 calories 
per teaspoonful, 96 per ounce. 


SUPPLIED: 7 oz. jars for prescription use; 18 oz. jars for hospital use. 


Appella, trademark reg. U.S. & Canada 


1. O'Keefe, Edward S.: Rhode Island Med. Jour., 
INC. 33:127, Mar., 1950. 

New Yorn 18, WN. Y. Ww : 7 2. Council on Foods, American Medical Association: 

Accepted Foods and Their Nutritional Significance. 


Chicago, American Medical Association, 1939, p. 208. 
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UNITENSEN 


Brand of Cryptenamine (Irwin-Neisler) TRADE-MARK 


; COMPARISON OF UNITENSEN WITH PROTOVERATRINE 
Unique Advantages of UNITENSEN AND THREE OTHER ALKALOID PREPARATIONS 


Emetic: 


Drug Therapeutic | Therapeutic 
@  Ofall the known Veratrum alkaloids or Veratrum Ratio Index 


alkaloid preparations, Unitensen, brand of cryp- Py ny 43 125 
tenamine, is the only one which has a 4:1 ratio Protoveratrine A & B 1:1 20 
between its hypotensive activity and the dosage 


level which produces the side effect of vomiting. 


Commercial Alkaloid Preparation A 1.231 40 


Commercial Alkaloid Preparation B 1:1 = 


Unitensen assures a wide margin between Commercial Alkaloid Preparation C Le) 
therapeutic and vomiting dose by means of a ‘ 
dual biologic standardization for both emetic Unitensen has shown excellent results in clinical 
studies in hypertensive crisis, eclampsia, preeclamp- 
sia, and preeclampsia with underlying essential 


propensities and hypotensive action. 


Unitensen has a therapeutic index of 125— hypertension. 


highest of all available Veratrum alkaloids tested. Unitensen (Aqueous) is available at present as a paren- 


teral preparation, containing 2 mg. per cc. (260 C.S.R.* 
Units) of cryptenamine, in 5 cc. multiple dose vials, 
*Carotid Sinus Reflex 


Unitensen has consistent, predictable and 
uniform action. 
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But it would take about 
that many eggs to equal 
the 25 mg. thiamine 

content of a single capsule of 

“Beminal"” Forte with Vitamin C. 
Also included are therapeutic amounts of 
B complex factors as well as ascorbic acid 
which render this preparation particularly 
suitable for use pre- and postoperatively, 

and ‘whenever high B and C vitamin 


levels are required. 


No. 817—Each 
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with VITAMIN 
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Worps are our tools, and we take a keen delight in their ef- 
fective use. We find words ornamental as well as useful, 
though their primary importance, as vehicles of communica- 
tion, can hardly be overestimated, especially in such times of 
confusion as we live in. 

The charm of words properly used is that they clarify our 
minds. Yet words are more than functional. They have 
beauty in themselves, for those whose minds become attuned 
to them. Words, in fact, have personality, and endear them- 
selves like human personalities to people who are dealing in 
words. 

We’ve developed a couple of theories about words in the 
years we’ve worked with them. One is that if a beautiful word 
will express a thought as well as an ugly one, then the beauti- 
ful word should be used. And, in an era when the short word 
is glowingly exalted, we’re equally loyal to the long one, 
unless its meaning isn’t as accurate. The precise word, long or 
short, is the thing. 

Writing is often called an art, but mistakenly so, we think, 
Writing is, rather, a craft, and slowly, painfully acquired, as 
are all crafts, through long hours of practice. We still hew to 
a couple of ancient bromides about learning to write. One is 
the recipe calling for application of the seat of the pants to the 
seat of the chair; and the other holds that the best writing is 
not written, but rewritten. 

For such reasons, it seems to us that the doctor-author 
should no more expect to turn out polished and finished 
prose than Bernard De Voto should expect to do a tidy resec- 
tion of the vermiform appendix. The doctor can, however, 
achieve Matthew Arnold’s definition of style simply by having 
something to say and saying it as clearly as he can. 

We were prompted to these musings by scanning one of 
the books reviewed elsewhere in this issue (Rx for Medical 
Writing, by Jordan and Shepard), which points out that 
good writing is one part inspiration to nine parts perspira- 
tion, and tries to show how some of the sweat can be effective- 
ly avoided. 

We agree with the authors in condemning a common fault 
of modern writing, obscurity, or, as it has been so delight- 
fully labeled, “‘puddery.” It’s certainly puddery to rhapso- 
dize that “the case progressed to fatal termination”, when 
the simple and sad fact is that the patient died. Medical 
writers aren’t the only ones guilty of puddery, to be sure, but 
they need to be especially alert against it, since they possess 
a large and formidable jargon with which to pudder. 

Words are the basic stuff of thinking, writing, and com- 
munication. As such, they deserve to be handled with care 
and respect. In turn, they repay richly by making thinking, 
writing, and communication come alive for both writer and 
reader. —M.F.C, 
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NOW! a 3rd application of S.K.F.’s revolutionary new dosage principle 


ESKABARB* SPANSULE? 


brand of sustained release capsules 


for the continuous, even sedation of 


PHENOBARBITAL 


over a prolonged period of time 


‘Eskabarb’ Spansule capsules are a logical application of S.K.F.’s 
sustained release dosage principle to phenobarbital therapy—the same 
principle that has been so widely accepted in Benzedrine* Sulfate 
Spansule capsules and Dexedrine* Spansule capsules. 


Unlike phenobarbital administered in any other form, 

“Eskabarb’ Spansule capsules give you: 
1. Continuous, even sedation throughout the day—or night—with one dose. 
2. No excessive drowsiness; no nervous “breakthrough”’. 
3. Convenience of one dose daily. 


Available ‘Eskabarb’ Spansule capsules are available in two dosage strengths, in bottles of 30. 
In prescribing, please be sure to specify which you desire: 
1 gr. (instead of 4 gr. phenobarbital q.i.d.) 
1% gr. (instead of 42 gr. phenobarbital t.i.d.) 


Smith, Kline & French Laboratories. Philadelphia 


* Trademarks for $.K.F.’s brands of phenobarbital, racemic amphetamine sulfate, dextro-amphetamine sulfate, respectively. 
t Trademark for S.K.F.’s brand of sustained release capsules (patent applied for). 
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Secretary’s Newsletter 


AUGUST 1953 SIGNIFICANT EVENTS: 


Keefer Appointed 
Special Assistant 


Choice Is Popular 
From All Angles 


Eisenhower Releases 
Message on Security 


> Dr. Chester S. Keefer, fifty-six-year-old Boston intern- 
ist, has been named Special Assistant for Health to the Sec-— 


retary of Health, Education and Welfare. The long awaited 
and much debated appointment cai came swiftly in the very final 
hours of the first session of the 83rd Congress and just as 
GP went to press President Eisenhower sent the dark-horse 
nomination up to Capitol Hill on Wednesday, July 29. On 
Thursday it was approved by the Senate Finance Committee and 
confirmed by the Senate on Friday. 


Members of Congress adjourned, after the same committee 
next day soundly rejected the Administration's appeal for a 
raise in the national debt limit, and departed for their 
homes in a spirit of sadness as the nation mourned the death 
of Senator Robert Taft. In the loss of this great American, 
medicine lost a courageous champion for its cause against 
socialism and the nation lost a lion-hearted advocate of the 
good old-fashioned freedom of conservatism. He probably 
knew more about the science of government than any other man 
in government. 


> With the naming of her special assistant, HEW Secretary 
Oveta Culp Hobby ended conjecture and some apprehension in 
medical circles over the position created by the Eisenhower 
administration | to obtain AMA approval of the new Executive 
Department over - which she presides. Dr. Keefer is a promi- 
nent clinician and teacher whose appointment will undoubted- 
ly be approved by the AMA as well as by medical leaders in 
government such as Surgeon General Leonard Scheele and Dr. 
Howard Rusk. Some ten years ago his name came into promi- 
nence as allocator of the then short supply of penicillin. 
Later he was put in charge of the distribution of scarce 
cortisone for clinical experimentation. He is Professor of 
Medicine at Boston University Medical School. All Academy 
members will be proud to know that Dr. Keefer will appear 

on the program of the Academy’s Annual Scientific Assembly 
in Cleveland next March in a symposium on antibiotics, which 
will also include the celebrated Sir Alexander Fleming. 


Having filled this key position in her at the 
able and charming Secretary of leaves only one major 
question unanswered. Will she, “as persistent rumors Ss indi- 
cate, resign her position tor run for governor of Texas? 3? She 
has flatly denied all such rumors. If she does forsake her 
cabinet position to enter Texas politics, her able Under 
Secretary Nelson Rockefeller is picked by most observers to 
succeed her. 


> A surprise move was made by the Administration with the 
release two days before Congress’ adjournment of a 

Statement by President Eisenhower and Secretary of HEW | Hobby 
Calling for extension of Social Security to ten and a half 


million additional persons, including self-employed individ- 
uals such as physicians and dentists. Early in his campaign 
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Call Hearings for 
Pension Trust Funds 


Conclude Hearings 
On Veteran Care 


Here and There 
In Fewer Words 


last year President Eisenhower expressed himself as favoring 
further extension of Old Age and Survivors' Benefits to 
groups not now covered. Release of his recommendations 
before the close of the first session of the 83rd Congress 
came unexpectedly, however. 


> On August 12 the AMA will testify before the House Ways 
and Means Committee on the Jenkins—Keogh Bills (H.R. 10 and 
H. R. 11) which would allow tax deduction of funds paid by 

rofessional persons into approved volunt voluntary pension fund 
trusts. (See GP July, 1953, p. 95.) These bills have re- 
ceived the approval of the Acadeny' s Commission on Legisla- 
tion and Public Policy, as well as the Congress of Dele- 
gates, and have been endorsed by the AMA and the American 
Bar Association. Ways and Means Committee Chairman Reed 
(himself author of a similar earlier bill) announced last 
week his committee would proceed with scheduled hearings 
despite the adjournment of Congress. 


This is the same committee that will consider Administra-— 


tion proposals mentioned above to broaden the Social Secur-— 


ity Act to include physicians and others not now covered. 
it is S important that the two proposals not be confused. 
Pension plans and dad Social Security Tax benefits are two dif- 
ferent things. Regardless of whether doctors are to be in- 
cluded under Old Age and Survivors' Insurance, they should 
be given the same opportunity to defer tax payment on sums 
set aside for retirement as is now enjoyed by employees of 
corporations. Academy members should make this distinction 
clear in writing to their Congressmen and to the House com- 
mittee. 


> On July 21 a special subcommittee of the House Veterans 
Affairs Committee concluded hearings on the question of non- 
service—connected medical and dental care e for veterans. 
President-Elect Walter B. Martin represented the AMA in urg- 
ing curtailment of free care for veterans whose illness was 
not connected with their military service, in line with 
resolutions adopted by the AMA House of Delegates at its 
June meeting. The American Hospital Association and the 
National Medical Veterans Society supported the AMA stand. 
With the notable exception of AMVETS, veterans organizations 
took an opposite stand and advocated that the present law be 
left unchanged. The Government's General Accounting Office, 
while admitting the inability-—to-pay oath is grossly abused, 
advocated part-pay collection from veterans with nonservice 
connected ills instead of amendment to the law. Final ac- 
tion was laid over until Congress reconvenes in January. 


> Dr. Edward L. Turner, honorary member of the Academy and 

Dean of the University of Washington School of Medicine, has 

been appointed Secretary of the AMA Council on Medical 

Education and Hospitals to succeed Dr. Donald G. Anderson 

} ar -* nie to become Dean of Rochester University Medical 
chool. 


Four members will represent the Academy at the meeting of 
the World Medical Association in The Hague August 31 to 
September 7. Dr. William J. Shaw, Chairman of the Commis— 
sion on Education, will also attend the World Conference on 
Medical Education in London. Other members attending the 
meeting in Holland are Dr. S. A. Garlan, New York City; Dr. 
Edwin Rosner, Collingswood, New Jersey; and Dr. J. C. 
Bennett, Seattle, Washington. 


Respectfully, 
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The Economy of Good Growth — 
and Uncomplicated Development 


3 the preventive and therapeutic bene- 
Why more fits of optimal infant nutrition 


physicians To reduce complications in the first year of life, the 
are prescribing full, balanced Similac formula provides fat, protein 
and carbohydrate closely approximating, in quality 
Similac and quantity, the content of human breast milk; a 
th full complement of vitamins in adequate amounts; 

an adjusted mineral content; a soft, fluid curd with 

before zero tension, assuring rapid and easy digestion. 


e price stability 


In the face of rising food costs, the price of Similac 
has remained relatively constant. Since 1936, evapo- 
rated milk has gone up by approximately 97 per cent, 
and whole milk approximately 104 per cent.* The 
price of Similac rose only 18 per cent in the same 


Percentage Price Increase Since 1936 


Since September, 1950, there has been no change 
whatever in the price of Similac as against increases 
of 19 per cent and 16 per cent for whole and evapo- 
rated milk. Today, Similac with its complete modi- 
fication and added vitamins is no more expensive 
than whole-milk feeding, and in many areas actually 
affords greater economy. 


*Milk prices cited from U. S. Bureau of Labor Statistics Bulletins. 


There is no closer equivalent to the milk of healthy, well-nourished mothers e 


Supplied: Tins of 1 lb., with measuring cup. 


* M & R Laboratories, Columbus 16, Ohio 
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L. Barach, M.D., New York, N. Y.; J. Arthur Myers, 
M.D., Minneapolis, Minn.; Maurice S. Segal, M.D., 
Boston, Mass. 


Endocrinology: Arthur Grollman, M.D., Dallas, Tex.; A. E 
Rakoff, M.D., Philadelphia, Pa.; E. C. Reifenstein, Jr., 
M.D., Oklahoma City, Okla.; Willard O. Thompson, 
M.D., Chicago, Ill. 


Endoscopy: Edward B. Benedict, M.D., Boston, Mass.; 
Chevalier L. Jackson, M.D., Philadelphia, Pa. 


Gastroenterology: T. Grier Miller, M.D., Philadelphia, Pa.; 
Martin E. Rehfuss, M.D., Philadelphia, Pa. 
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General Medicine: Arthur L. Bloomfield, M.D., San Francisco, 
Calif.; Goronwy O. Broun, M.D., Saint Louis, Mo.; J. H. 
Comroe, Jr., M.D., Philadelphia, Pa.; Harry Gold, M.D., 
New York, N. Y.; Harold Jeghers, M.D., Washington, 
D. C.; John C. Krantz, Jr., Ph.D., Baltimore, Md.; John 
P. Merrill, M.D., Boston, Mass.; William D. Paul, M.D., 
Iowa City, lowa; Edward Weiss, M.D., Philadelphia, Pa. 


General Surgery: Arthur W. Allen, M.D., Boston, Mass.; 
H. Glenn Bell, M.D., San Francisco, Calif.; Frederick A. 
Coller, M.D., Ann Arbor, Mich.; Robert Elman, M.D., 
Saint Louis, Mo.; L. Kraeer Ferguson, M.D., Philadelphia, 
Pa.; Willis D. Gatch, M.D., Indianapolis, Ind.; Harris B. 
Shumacker, Jr., M.D., Indianapolis, Ind. 


Hematology: Cyrus C. Sturgis, M.D., Ann Arbor, Mich.; 
Maxwell M. Wintrobe, M.D., Salt Lake City, Utah. 


Industrial Medicine: Earl F. Lutz, M.D., Detroit, Mich. 


Laboratory Medicine: Reuben L. Kahn, D.Sc., Ann Arbor, 
Mich.; Frank W. Konzelmann, M.D., Washington, D. C. 


Neoplastic Diseases: Leland R. Cowan, M.D., Salt Lake City, 
Utah; Lowell A. Erf, M.D., Philadelphia, Pa.; George T. 
Pack, M.D., New York, N. Y.; Edith H. Quimby, D.Sc., 
New York, N. Y.; I. Snapper, M.D., New York, N. Y. 


Neurological Surgery: Howard C. Naffziger, M.D., San Fran- 
cisco, Calif.; R. Glenn Spurling, M.D., Louisville, Ky. 


Obstetrics and Gynecology: Robert J. Crossen, M.D., Saint 
Louis, Mo.; J. P. Greenhill, M.D., Chicago, Ill.; Emil 
Novak, M.D., Baltimore, Md.; Ernest W. Page, M.D., San 
Francisco, Calif.; John L. Parks, M.D., Washington, D. C. 


Ophthalmology: Lawrence T. Post, M.D., Saint Louis, Mo. 


Oral and Plastic Surgery: James Barrett Brown, M.D., Saint 
Louis, Mo.; Paul W. Greeley, M.D., Chicago, Ill.; V. H. 
Kazanjian, M.D., Boston, Mass. 


Orthopedic Surgery: Edward L. Compere, M.D., Chicago, Il. ; 
Ralph K. Ghormley, M.D., Rochester, Minn. 


Otolaryngology: Dean M. Lierle, M.D., Iowa City, Iowa. 
Pathology: Emma S. Moss, M.D., New Orleans, La.; Harrison 
S. Martland, M.D., Newark, N. J. 


Pediatrics: Harry Bakwin, M.D., New York, N. Y.; Frederic 
G. Burke, M.D., Washington, D. C.; Katharine Dodd, 
M.D., Little Rock, Ark.; Archibald L. Hoyne, M.D., Chi- 

(Continued on page 13) 
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NASAL DECONGESTANT 


Uniformly ; FOR 


INFANTS CHILDREN 
ADULTS AND AGED 


poes NOT contain ANY ANTIBIOTIC 


Does not affect 
BLOODPRESSURE 
RESPIRATION 
CENTRAL NERVOUS SYSTEM 


ENTIRELY Safe! in 


CARDIAC—DIABETIC 
PREGNANCY—THYROID 
AND HYPERTENSION CASES 


Authoritative Proof sent on request. 
COMPLETELY FREE OF SIDE-EFFECTS... 


no cumulative action...no overdosage 
problem. ..non-toxic. 


Reference to RHINALGAN: 
1. Van Alyea, O. E., and Donnelly, W. A.: E.E.N.&T. 


For Safety! USE RHINALGAN 


NOW Modified Formula assures 
PLEASANT, PALATABLE TASTE! 


FORMULA: Desoxyephedrine Saccharinate 0.50% 
w/v in an isotonic aqueous solution with 0.02% 
Laurylammonium saccharin. Flavored. pH 6.4. 


Available on YOUR prescription only! 


‘the Ear (Acute or Chronic). 
RECTALGAN- Liquid —For symptomatic relist in: Hemorrhoids, Prerites, Perineal Suturing 
DOHO CHEMICAL CORP., 100 Varick Street, New York 13, N. ¥ 


Monthly, 31, Nov. 1952. 

2. Fox, S. L.: AMA Arch. Otolaryn., 53, 607-609, 
1951. 

3. Molomut, N., and Harber, A.: N.Y. Phys., 34, 14- 
18, 1950. 

4. Lett, J. E., (Lt. Col. MC-USAF) Research Report, 
Dept. Otolaryn., USAF School Aviat. Med., 1952. 

5. Hamilton, W. F., and Turnbull, F. M.: J. Amer. 
Pharm. Ass'n., 7, 378-382, 1950. 

6. Browd, Victor L.: Rehabilitation of Hearing, 1950. 

7. Kugelmass, 1. Newton: Handbook of the Common 
Acute Infectious Diseases, 1949. 


auralgesic and decongestant. 
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© THE MANAGEMENT OF CONVULSIVE DISORDERS. By John 
B. Pfeiffer, Jr., M.D. Types, etiology, diagnosis, and treatment—with 
a separate section on special problems. 


A rticles (Gi) Come * RATIONAL ANTIBIOTIC THERAPY. By Edwin D. Kilbourne, 


M.D. Fundamental principles as a guide to use of antibiotics or chemo- 


IN SEPTEMBER ages, 
© AN EXPERIMENT IN GROUP LEARNING OF PSYCHOSOMATIC 
MEDICINE. By Ben Calloway Jones, Jr., M.D. How a group of 
physicians filled their need to l@arn how to practice “minor psychiatry.” 


(Continued from page 11) Harold Wolff, M.D., Oklahoma City, Okla.; Ian Steven- 
cago, Ill.; Irvine McQuarrie, M.D., Minneapolis, Minn. ; son, M.D., New Orleans, La. 
James L. Wilson, M.D., Ann Arbor, Mich. Radiology: Ross Golden, M.D., New York, N. Y.; Leo G. 


K. K. Chen, M.D., Rigler, M.D., Minneapolis, Minn.; Paul C. Swenson, 
M.D., Philadelphia, Pa. 
Indianapolis, Ind. 


Rheumatic Disorders and Arthritis: Thomas McPherson Brown, 

Preventive Medicine, Public Health and Statistics: Herman E. M.D., Washington, D. C.; W. Paul Holbrook, M.D., 

Hillboe, M.D., Albany, N. Y.; Edward G. McGavran, Tucson, Ariz.; John H. Talbott, M.D., Buffalo, N. Y. 

M.D., Chapel Hill, N. C. Tropical Medicine: Joseph S. D’Antoni, M.D., New Orleans, 
Psychiatry and Neurology: ©. Spurgeon English, M.D., La.; William A. Sodeman, M.D., Columbia, Mo. 

Philadelphia, Pa.; William C. Menninger, M.D., Topeka, Urology: J. A. Campbell Colston, M.D., Baltimore, Md.; 

Kan.; Edward A. Strecker, M.D., Philadelphia, Pa.; Charles D. Creevy, M.D., Minneapolis, Minn. 


In spastic and occlusive vascular diseases 


TENSODIN 


Tensodin is indicated in angina pectoris and 
other coronary and peripheral vascular condi- 
tions for its antispasmodic, vasodilating and 
sedative effects. The usual dose is one or two 
tablets every four hours. No narcotic prescrip- 
tion is required. 


Each Tensodin tablet contains ethaverine hydrochloride 
(non-narcotic ethyl homolog of papaverine) 4 grain, pheno- 
barbital 4 grain, theophylline calcium salicylate 3 grains. 


Tensodin Tablets 
100’s, 500’s and 1000’s 


BILHUBER-KNOLL CORP. 
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up 


the rear . 


Huffing and puffing 
an old steam 
she is left 
behind because she is 


like 


Methylcellulose Wafers* 


Bodies, like engines, when constantly strained by an overload, 
wear out faster. It is well known that fat people succumb to 
metabolic and cardiovascular diseases sooner . . . that they 
always present a medical problem. You can help them lose 
weight successfully and more easily by suggesting ‘Melozets.’ 


Patients enjoy eating ‘Melozets.’ These delicious wafers blunt 
the appetite by producing a sense of satisfying fullness. 
*‘Melozets’ make reducing easier. ‘Melozets’ look and taste like 
graham crackers, and can be made an unobtrusive part of any 
dietary regimen. 

Each ‘Melozets’ wafer contains 1.5 Gm. of methylcellulose, 
and is equivalent to approximately 30 calories. One or two 
‘Melozets’ followed by a full glass of water, fruit juice, or skim 
milk may be taken between meals or one-half hour before meals. 
Not more than 8 ‘Melozets’ should be taken in a 24-hour period. 


“Melozets’ are available from pharmacists in half-pound 
boxes of about 25 wafers. 


42 different ‘Melozets’ reducing on a handy diet sheet. 
Drop a note on your prescription blank for this pad of diet sheets 
and a sample of ‘Melozets.’ Address: Professional Service Dept., 
Sharp & Dohme, West Point, Pa. 


*Patent applied for 


SHARP 
DOHME 


Division of Merck & Co., Inc. 
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AMPHOJEL 


ALUMINUM HYDROXIDE GEL 
WYETH'S ALUMINA GEL 


In uncomplicated 
PEPTIC ULCER 
prompt healing may 

be anticipated when 
acid and pepsin 
corrosion are halted. 
‘‘Double-Gel action” of 
Amphojel provides 
both local physical 
protection and gentle 


Wijeth 


sustained antacid effect. Philadelphia 2, Po. 
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Chis Month’s Authors 


Vincent J. Derbes, M.D., 


director of the Section of Allergy at the Ochsner Clinic, New Orleans, is also associate pro- 
fessor of medicine and director of the Division of Allergy of the Department of Medicine at 
Tulane Medical School. Following graduation from Tulane and an internship at Charity 
Hospital in New Orleans, Dr. Derbes was engaged in the general practice of medicine in 
Baton Rouge. He is coauthor of Treatment of Bronchial Asthma and of the monographs Untoward 
Reactions of ACTH and Cortisone and Cough Syncope. 


Harry F. Dowling, M.D., 


is professor and head of the Department of Internal Medicine at the University of Illinois 
College of Medicine, Chicago. He was formerly professor and head of the Department of 
Preventive Medicine at this University. Dr. Dowling, who has been active in the study of plans 
for prepaid medical care, is the author of The Acute Bacterial Diseases: Their Diagnosis and 
Treatment, and of more than eighty scientific articles. In the field of research, he has been 
concerned primarily with pneumonia, meningitis, and the actions of the sulfonamides and 
antibiotics. 


Paluel J. Flagg, M.D., 


is president and founder of the Society for the Prevention of Asphyxial Death, Inc., and 
consulting pneumatologist to the Manhattan Eye and Ear Hospital, the New York Eye and 
Ear Hospital, New York City, and Queens and St. Francis Hospital, Honolulu, Hawaii. 
Inventor of the Flagg Resuscitation Apparatus and other devices which are used in the field 
of pneumatology, Dr. Flagg is the author of Art of Anaesthesia, Art of Resuscitation, and The 
Patients’ Viewpoint. 


Sidney Kreinin, M.D., 


who is engaged in the private practice of medicine in Brooklyn, New York, was graduated 
from Long Island College of Medicine (recently merged with the State University of New 
York). He interned at Swedish Hospital in Brooklyn, and was also an associate attending in 
medicine at this hospital. Dr. Kreinin entered the Service in 1941 and was a flight surgeon 
with the 12th Air Force in Italy. He has been aviation safety representative and medical 
examiner for airline transport pilots, Civil Aeronautics Administration. 


Edward S. Orgain, M.D., 


director of the Cardiovascular Service at Duke Hospital, Durham, N.C., and professor of 
medicine at Duke University School of Medicine, was formerly an associate professor of med- 
icine, assistant professor of medicine, associate in medicine and physiology, and instructor 
in medicine and physiology at this university. Dr. Orgain received his medical degree from 
the University of Virginia Department of Medicine, Charlottesville. He served an internship 
and was assistant resident and chief resident in medicine at the University Hospitals of 


Cleveland (Lakeside Hospital). 
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EGG YOLKS 


ATER AND 


@ Processing includes pressure-cooking 
at 240°F. for 45 minutes so that Gerber’s 
Strained Egg Yolks are completely safe so 
far as pathogenic bacteria are concerned. 
Yet they still retain their high nutritional 
values. Laboratory tested for purity. 


@ Custard-like texture and good fresh-egg 
flavor make Gerber’s Strained Egg Yolks 
especially appealing to babies. 


@ Well-tolerated by practically all babies 
. . . Since the fat is in a finely emulsified, 
easily digestible form. 


@ Easy and accurate for any kind of 
feeding: Gerber’s Egg Yolks can be fed 
“as is,” from a spoon. May be added to 
milk or formula in nursing bottles . . . or 


Each can contains the equivalent of 34 egg yolks. 


for babies ...a NEW egg yolk 
of creamy consistency 


can be mixed with other solid foods. 


@ As with other baby foods, Gerber’s Egg 
Yolks when covered will keep safely in the 
home refrigerator for the two or three days 
required to use the entire can. 


@ Each container equals 344 egg yolks. 
2 level tablespoonfuls are the equivalent of 
one regular egg yolk, supplying the fol- 
lowing amounts of the National Research 
Council’s Recommended Daily Dietary 
Allowances for Infants: 


Vitamin A 37% 
lron 20% 
Thiamine 12% 
Protein 10% 
Riboflavin 10% 


(for 8 kilogram babies) 


Gerber’s BaBy FOODS 


4 CEREALS * 5O STRAINED AND JUNIOR FOODS, INCLUDING MEATS 
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Maximum absorption and utilization 

of methyltestosterone is more certain when 
ORETON-M Buccal Tablets are prescribed. 
ORETON-M Buccal Tablets contain the 
hormone predissolved in POLYHYDROL® base, 
a solid solvent that is itself soluble in saliva 
An active transfer agent, POLYHYDROL 
facilitates absorption of steroids from tablets 
into mucosal capillaries. Most convenient 
intraoral type tablet available, ORETON-M® 
(Methyltestosterone U.S.P.) Buccal Tablets 
permit patients to talk, smoke, and 


swallow without loss of active material. 


CORPORATION * BLOOMFIELD, N. J. 


IN CANADA: SCHERING CORPORATION, LTD., MONTREAL 
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therapy... 


Effective against penicillin-resistant staphylo- 
coccal, enterococcal and other streptococcal 
infections. 


A new antibiotic agent for selective use in the 
practice of medicine today. 


Well-tolerated Magnamycin is supplied in sugar 
coated tablets of 100 mg., bottles of 25 and 100, 
and 250 mg., bottles of 16. 


(Pfizer ) PFIZER LABORATORIES, Brooklyn 6, N. Y. 
a - Division. Chas. Pfizer & Co., Inc. 
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Yours Cruly.. . 


LETTERS FROM OUR READERS 


Unsigned letters to the publishers or editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


Of the Same Mind 


Dear Mr. Cahal: 

The June copy of GP arrived yesterday. Last evening as I 
skimmed over its pages (page 7, the Newsletter page, and 
page 29) it became apparent that someone had a firm grasp 
on the fundamental problem raised by lay-press publicity re- 
garding unethical practice of doctors of medicine. 

The June 1953 A.M.A. Reference Committee on Legisla- 
tion and Public Relations would have gladly considered these 
opinions had they been available to it. The committee did 
have the essence of pages 115-121 in some of the resolutions 
before it. That was a major part of the controversial issue, 
of course. 

The committee struggled with the latter, and much more, 
without benefit of advice except from the testimony devel- 
oped the morning of June 2. The committee’s report seems 
to be to follow the general ideas developed by pages 7 and 29 
mentioned above; this without previous knowledge, conniv- 
ance, or consultation with you or anyone else. 

The point of this communication is to write into the record 
that members of a five-man committee, with diverse profes- 
sional and geographical backgrounds, from the very begin- 
ning of deliberations in executive session had no fundamental 
differences of opinion regarding the over-all approach. Such 
differences as there were encompassed only the degree of em- 
phasis to be placed on the several phases discussed in our 
report. 

You should know, too, that the report is the result of the 
fine co-operation, hard work, and key ideas produced by the 
other members of the committee who labored under the ter- 
rific pressures of an inflexible timetable and a potentially 
harmful, explosive situation. 

Grorce S. Ktump, M.D. 
Williamsport, Pennsylvania 


Doctor’s Wife Speaks Up 


Dear Sir: 

In the March issue of Ladies Home Journal, there appears 
an article entitled, ‘Can We Trust All Our Doctors.” The 
general context of the letter was, I felt, a very reasonable 
one since all doctors cannot be trusted, any more than all 
men. I did feel, however, that this was a most inauspicious 
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time to print this type of article since confidence in our 
doctors is definitely waning. 

I was particularly affronted by what I felt was by innuendo 
an effort to lay this blame on the general practitioner. I 
quote from two separate paragraphs in the article. The first 
refers to a medical malpractice suit. “The delivery was at- 
tempted by the family physician. After much harm had been 
done, he called in an experienced obstetrician who com- 
pleted the delivery.” (The harm being in the nature of a 
fractured pelvis and patella and a ruptured bladder.) 

The following is part of a program suggested by Dr. H. 
H. Hundley, past president of the Virginia State Medical 
Society: “Doctors should be concerned about the general 
practitioner who persists in treating a condition for which 
he lacks training and experience.” 

But nowhere do | find reference to the fact that doctors 
should be concerned over the unscrupulous surgeon, the 
radiologist who uses x-ray indiscriminately, the dermatolo- 
gist who “blood lets” by way of the multiple office visit, etc. 

And, on page 198, “After being licensed to practice, an 
indolent doctor may sit back and completely fail to keep 
up with medical developments”; he may “forget everything 
he has learned and acquire nothing to replace it.” But again 
the author fails to state that the A.A.G.P. has precluded 
the possibility of such a thing happening. 

I felt the whole tone of the article was unfavorable to 
doctors in general, but most particularly to the general 
practitioner. Perhaps the A.A.G.P. could apprise the author 
of this article as to the requirements and qualifications re- 
quired of an Academy member—what it stands for, and 
what it has already accomplished. 

Mrs. Satty K. Ropinson 
Austin, Texas 


This well-justified protest from the wife of an Academy mem- 
ber prompts us to repeat with Euripides: “‘Man’s best possession 
is a sympathetic wife.’? The article to which Mrs. Robinson 
refers so indignantly is typical of the insidious journalistic 
writing which, by careless phrasing, inept selection of facts, and 
the twisting of statements to the end of greater sensationalism, 
has blinded the public in recent years to the family doctor’s true 
role.—PuBLISHER 

(Continued on page 23) 


+ 


HIGHER IN PROTEIN 


lower in fat—economical 
and go convenient 


DEXTROGEN 


Consisting of whole milk modified with dextrins, 
maltose and dextrose, and fortified with iron, liquid 
Dextrogen offers your infant patients these ad- 
vantageous features: 


e Higher protein content, hence better growth 
and development. 


e Lower fat content, therefore better tolerated. 


e Utmost convenience in preparation of formula. 


Pour the contents of Dex- e Safety—Economy. 
trogen can into a prop- 


ly cleaned quart milk — 
Dextrogen greatly simplifies infant feeding at no 


viously boiled water. _ sacrifice of nutritional benefits. Refrigeration is not 
Makes 32 ounces of for- 


mula, ready to feed. needed until the can is opened. 


THE NESTLE COMPANY, INC. 


WHITE PLAINS, NEW YORK 


When a powdered infant formula is preferred, Lactogen is an excel-""" 
lent choice. This all milk formula consists of whole milk modified 
with milk fat and milk sugar, and fortified with iron. Lactogen is 
easily prepared by using one level tablespoonful to each two fluid 
ounces of water. This formula provides a balanced proportion of pro- 
tein, fat and carbohydrate and supplies 20 Calories per fluid ounce. 
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(Continued from page 21) 

Humble thanks to this distinguished member of the Academy 
who served as Chairman of the important Reference Committee 
on Legislation and Public Relations of the A.M.A. House of Del- 
egates during its June meeting in New York. It is gratifying to 
know that our memo on this very complicated situation met with 
the approval of this able leader.—PuBLISHER 


Means to An End 


Dear Sir: 

From the standpoint of a general practitioner in a small 
town, (20,000) located 70 miles from a medical center, I 
would like to make a few random remarks about “General 
Practice, Today and Tomorrow,” in the April GP. I com- 
mend the authors on what appears to me a fairly accurate 
analysis of the major patterns of general practice today. 

However, the solution to providing higher standards of 
medical care does not lie in rigidly increasing the standards 
which a practitioner must meet before he is allowed to do a 
certain type of practice. As the authors pointed out the 
general practitioner in many areas is the victim of social 
and economic circumstances which sharply limit his op- 
portunities to provide the best medical care he can. 

Unless a means is devised for the practitioner to meet 
higher standards, the net effect of raising standards will 
be to further limit the number of qualified people who can 
enter medicine. This would not solve anything. 

I believe that the overwhelming majority of those who 
have the fortitude, stamina, and intellect to complete pre- 
medical college, medical school, and a year or two of intern- 
ship are capable, if given the opportunity, of a very high 
type of medical care. 

However, the hard necessity of earning a living stringent- 
ly limits their chances for further training (particularly if 
that training is conceived to be satisfactory only if obtained 
in a formalized low-salaried system of residency programs). 

Any system based on the idea, “We will raise the stand- 
ards of general practice by setting up certain requirements 
which the practitioner must meet, or else,” is no solution. 
A means for meeting the standards is the first step. 

There is one area of medicine in which the general prac- 
titioner, particularly in the small community, provides a 
service superior to that found in the esoteric atmosphere of 
the teaching medical center—the area of personal service 
to the patient. 

The city specialist and the medical school professor are 
not available at 3 a.m. to relieve the pain of the sick and 
allay the anxiety of the family. They are not available for 
on-the-spot care of the hundreds of large and small emergen- 
cies that arise. They often have at best only a vague concept 
of the personal situation that surrounds the patient and 
how to deal with it in treating him. 

Frequently these eminent physicians are far more inter- 
ested in studying the vagaries of the patient’s physiology 
than in relieving his symptoms. The first interest is entirely 
laudable, but if the second is lost sight of, the entire purpose 
of medicine (from the patient’s standpoint) is defeated. 
Hence, the dissatisfaction of patients with medically efficient 
but impersonal and frequently economically unrealistic care 
provided by large medical centers. 

The public would be most unfortunate if it had only teach- 


(Continued on page 25) 
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INGENUITY 


UNIVERSAL DIATHERMY 


Utilizes the full power tube output for effective 
heating of large as well as small areas. 


Any treatment technic may be used: 
Contour Applicator (illustrated) 
Air-Spaced Electrodes 
Cuff or Induction Cable 
Minor Electrosurgery 


Stable Frequency (11 meters, 27.12 megacycles) 
maintained by an independent circuit. 


Economical — low cost; low operating expense ; 
traditionally reasonable and reliable Burdick 
service. 
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2. to relieve 


hydrochloride 
(tripelennamine hydrochloride Ciba) 


Once atop Pike’s Peak, your hay fever patient can enjoy freedom from pollens. 
But for patients who must remain in a high-pollen environment, you can insti- 
tute this effective therapy: one or two Pyribenzamine tablets, 3 or 4 times daily. 


Alone and as an adjunct to desensitization, Pyribenzamine has proved effective 
in relieving hay fever symptoms, as evidenced by thousands of published case 
reports. On the basis of this evidence, no other antihistamine combines greater 
clinical benefit with greater freedom from side effects. 


For your prescription needs, Pyribenzamine 50 mg. tablets are available in 
bottles of 100 and 1000 at all pharmacies. 


CGiba Ciba Pharmaceutical Products, Inc., Summit, N. J. 
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(Continued from page 23) American Nurses’ Association and was formerly the official 
ers and specialists to depend upon for medical care. Good organ of the National League of Nursing Education. How- 


general practitioners are essential. We will not get enough ever, that organization was reorganized about a year ago as 
of them by a system which simply extends the period of the National League for Nursing and it has its own official 
formal training so most physicians cannot afford it. organ, Nursing Outlook. It, like the American Journal of 


The only practical way to improve standards of general Nursing, is a monthly magazine. Both are published by the 
practice will be a system of on-the-job training whereby the American Journal of Nursing Company, but editorially they 


physician can learn while earning. Better local facilities, are quite distinct and independent of each other. 

greater availability of consultants (most general practitioners Nett V. Beesy, R.N. 
welcome the opportunity to work with specialist consultants), Editor 

more use of the tremendous opportunities for teaching in The American Journal of Nursing 

smaller hospitals, more exchange between universities and New York, New York 

smaller medical establishments (it is far more practical to 

move teachers and medical knowledge into outlying com- Recommends GP to Cubans 


munities than to send all patients to medical centers)—this 


is the direction in which the most practical answer lies. Dear Ser: : . ’ 

In the final analysis the kind of job done by any prac- During the past ant months I have been reading Arte gall 
titioner (within the limits imposed by available facilities, nal, GP, — faithfully at the hospital library where i = 
ciscumsttance, and his own tininian) depends upon his own | doing my residency. I have enjoyed and learned many things 
pesnnnill in manly | from the tremendous practical aspects and up-to-date med- 

There are great opportunities for abuse in medicine no ical problems that — journal publishes eter month. 
matter what the rules and regulations. The patient’s only d In Cuba, ry’ ‘te —_ ee I have many tym wh ” —— 
real protection depends upon a conscientious physician. 

Senee Bi, Mefics 0D. Within the next few months I am going to start practicing 

as a general practitioner here in Chicago. Therefore, I would 
™ ; appreciate it greatly if it would be possible for you to send 

Re: Official Organ me the issues since January, 1953 to the present month. 


Dear Sir: Please answer me at your earliest convenience, so that I may 


I was gratified to see your reference on page 123 of your | send the money for all the issues. I would also like to sub- 
May issue to Dr. Jay’s article on ‘‘What Is a Routine Physical | scribe for another year. 
Examination?” One inaccuracy in the statement, however, | Jose S. Sansaricg, M.D. 
should be pointed out. Chicago, Illinois 

The American Journal of Nursing is the official organ of the | (Continued on page 160) 
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Bolhk ARE IN DANGER 
FROM THE USE OF 


BARBITURATES 
AND 


ALCOHOL* 


NEW and SAFER barbiturate compounds (1) MINIMIZE 
the possibility of barbiturate poisoning, (2) eliminate states 
of irresponsible amnesia and morning “hangover,” and (3) 
provide the same hypnotic effect as the plain barbiturate alone. 


Donald A. Dukelow, M.D., in Today's Health, 
March 1953, holds that business and society 
men and women often accidentally are en- 
dangered by this combination. After an eve- 
ning of social drinking and while still under 
the influence of alcohol, they use a “sleeping 
pill” to produce sleep. The combined effect 

of alcohol and barbiturates makes them for- 

: getful of the fact that they have taken one 
3 capsule, and they are apt to take more cap- 
: sules and so “follow the skid row bum to 
the morgue.” 
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check the dangers of barbiturate intoxication and 
minimise morning-after mental fusziness 


... are each a chemical compound of the specific barbiturate 
desired and Pentylenctetrazol, the central nervous system” 
stimulant .,.a safer combination of physiologic antagonists 
based on the research and findings of Koppanyi and Fazekas.’ 


1. Koppanyi, T., and Fazekas, J. F.: The Effects of Oral Administration of 
Pentylenetetrazoi anc Barbiturate Combinations, M, Ann. District of 
Columbia XXII: 175-176, (April) 1953. 


2. Kieh, J.: Experimenta! Prevention of Barbiturate Poisoning (Nov. 1952). 
be published) 
*U. S. Patent Pending 


TETROBARBS ARE INDICATED whenever the physi- 
cian would routinely prescribe the barbiturates. They 
provide Successful Sedation with Safety. 


Each contains: * TetroSEC 


(short-acting) 


Pentylenetetrazol U.S.P. 300 mg. 
Secobarbital Sodium N.N.R. 100 mg. 


Burgundy and orange colored capsules 
ON YOUR 
PRESCRIPTION * TetroPENTObarb 
PLEASE SPECIFY (moderate-acting) 


Pentylenetetrazol U.S.P. 300 mg. 
Pentobarbital Sodium U.S.P. 100 mg. 


THREE FORMS Burgundy and yellow colored capsules 
YOU WISH 


WHICH OF THE 


* TetroPHENObarb 
(long-acting) 
Pentylenetetrazol U.S.P. 150 mg. 
Phenobarbital Sodium U.S.P. 100 mg. 


Burgundy and white colored capsules 


When Tetrobarbs are prescribed, the physician, 
too, can “sleep easy.” 


EACH OF THE TETROBARBS demonstrates these 
advantages when compared with use of the specific 
barbiturate alone: 


IN OVERDOSAGE, either by design or mistake, the 
usual barbiturate depressant effect is prevented! from 
paralyzing the respiratory center —thus protecting 
against mortally comatose states and tending to elimi- 
nate the danger of terminal pneumonia. 


IN PRESCRIBED DOSES, patients obtain a normal 
sleep pattern, arouse easily or awake spontaneously 
at the usual time. Unpleasant side effects such as men- 
tal fuzziness and ataxia are avoided. Patients volun- 
tarily reported'2 absence of sedative “hangover” 
following Tetrobarbs. Therapeutic use? continued 
over several months produced no sleep disturbance 
or untoward effects. 


In California: 12912 Chadron Ave., Hawthorne, Cal. 


In Canada: Strong Cobb of Canada, Ltd., 
388 St. Paul St., W., Montreal 


American Chlorophyll Division, Lake Worth, Florida 


Originators and Developers of the AMPIN® for 
Automatic, Subcutaneous and Intramuscular Injection 


pan By adding safety to sedation-hypnosis 
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"Co-Pyronil'* 


frequently affords 


fewer side-effects 


Pulvules No. 336 
CO-PYRONIL 


than any other 


known 


antihistaminic. 


*'Co-Pyronil’ (Pyrrobutamine Compound, Lilly) 


Dosage 

Mild symptoms: 1 pulvule every twelve hours. 

Moderate symptoms: | pulvule every eight 
hours. 

Severe symptoms: 2 pulvules every eight 
hours. 
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Editorials 


For the Common Good 


As was predicted in an earlier issue of GP, the June 
meeting of the American Medical Association saw a 
flux of resolutions deprecating the attitudes and ac- 
tions of Dr. Paul R. Hawley and the American Col- 
lege of Surgeons regarding Hawley’s controversial 
statements about fee-splitting and related topics. 
Altogether there were eleven separate resolutions 
dealing with ethical principles involved in Hawley’s 
published interview. Consideration of the problem 
was assigned to the Reference Committee on Legis- 
lation and Public Relations. 

During hearings of the reference committee, the 
Chairman, Dr. George S. Klump of Pennsylvania, 
an active member of the Academy (see ‘Yours 
Truly” this issue) gave Dr. Hawley an opportunity 
to speak in his own defense. On that occasion Dr. 
Hawley contended that he had assumed that his 
“off-the-cuff” statements to the editors of U. S. 
News and World Report were not to have been pub- 
lished, but were to have served as the basis for a 
more formal article. Still, he assured the reference 
committee that he had not been misquoted. 

There was some thought that the issues in this 
controversy would have been too hot for the refer- 
ence committee to handle, that it might be neces- 
sary to turn them over to a special committee for 
study. However the Reference Committee solved 
the problem by recommending “no action” on the 
eleven resolutions and by presenting the House of 
Delegates with the following general statement: 

“The principles of Medical Ethics as formulated, 
interpreted and applied by the American Medical 
Association must be considered the only fundamen- 
tal and controlling application of ethics for the en- 
tire profession. Any statement relating to ethical 
matters by other organizations within the general 
profession of medicine advances views of only a par- 
ticular group and is without official sanction of the 
entire profession as represented by the A.M.A. 

“Your Reference Committee believes that the 


GP « August, 1953 


harm done to the public and to the profession by 
the current articles which lower the confidence pa- 
tients have in their doctors cannot be objectively 
evaluated. This highlights the fact that, when indi- 
viduals or groups without official status in the Amer- 
ican Medical Association utter or publish ill-consid- 
ered statements, the result too often is that the con- 
fidence of the public in the medical profession is 
placed in jeopardy. 

**The Reference Committee believes that the mem- 
bers of the House of Delegates have demonstrated 
their devotion over the years to the principles of 
American democracy. This devotion includes the 
right of free speech. With this, the Committee 
agrees unqualifiedly. 

“Broad generalizations, ill-advised and poorly 
prepared statements that often fail to convey the 
intended meaning are most unfortunate and are to 
be deplored. Destructive critical comments serve no 
useful purpose. Your Committee has the utmost 
confidence that the great majority of our members 
are entirely capable of avoiding these pitfalls with- 
out additional advice from this Committee.” 

In earlier sessions, the House of Delegates had 
heard A.M.A. President Bauer comment on the un- 
fortunate impressions made in the public mind by 
physicians’ intemperate statements about fee-split- 
ting, excessive fees, and ghost surgery. They had 
listened to his appeal for greater attention to the 
teaching and observation of sound ethics, and to 
President-Elect McCormick’s condemnation of “pet- 
ty internal wrangling, charges and countercharges, 
and divisive activities by various groups within the 
profession.” The delegates approved these words 
from their leaders and accepted without debate the 
general statement of the Reference Committee on 
Legislation and Public Relations. 

Dr. Klump and the members of his committee are 
to be complimented on this handling of a difficult 
problem. Out of a controversy filled with bitterness 
and hostility they drew a steadying, constructive 
conclusion that is for the common good. 
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AMA Policy on Veterans’ Care 


At A meeting of the American Medical Association 
last June, the House of Delegates came out flatly 
against medical care in Veterans Administration 
hospitals for veterans with nonservice-connected 
disabilities. Last December (1952) a Special Com- 
mittee on Federal Medical Services (Chairman, 
Walter B. Martin, M.D.) recommended that new 
legislation be enacted, limiting hospitalization ben- 
efits in Veterans Administration and other Federal 
hospitals to veterans having service-connected dis- 
abilities and, within the limits of existing facilities, 
to veterans suffering from tuberculosis or psychi- 
atric or neurologic disorders of nonservice-con- 
nected origin. The Committee report went on to 
say that responsibility for medical care of all other 
veterans should “revert to the individual and the 
community, where it rightfully belongs.” This state- 
ment of policy was hotly criticized by Dr. Joel T. 
Boone, representing the Veterans Administration, 
and by American Legion spokesmen. No one was 
much surprised in December when the House of 
Delegates dodged the issue—adopted a reference 
committee recommendation that they should “not 
take any precipitate action.” But in June they were 
ready for “precipitate action.” In spite of outright 
opposition from the National Commander of the 
American Legion, the House fully endorsed the 
Martin Committee report. 

When they proclaimed that Veterans Administra- 
tion hospitals are not for veterans with nonservice- 
connected illnesses (exceptions previously noted), 
the A.M.A. had two obvious motives—removal of 
competition between private medicine and Federal 
medicine, and reduction of Federal expenses. The 
latter motive is likely to be popular with taxpayers 
and Government alike—certainly with the present 
economy-minded administration. However, it will 
be necessary to convince the public and Congress 
that curtailment of hospital care for veterans can be 
achieved without subjecting sick veterans to med- 
ical care of inferior quality. It sounds fine to say that 
responsibility for medical care of veterans should 
“revert to the individual and the community, where 
it rightfully belongs,” but two forces work against 
this policy: the feeling that the veteran deserves 
something special, and in many communities an at- 
titude of distrust toward medical facilities that pro- 
vide care for the medically indigent. Opponents of 
the policy may also be expected to throw dust in 
the eyes of those who see an opportunity to reduce 
the Veterans Administration budget. This tactic 


was apparent in the American Legion Commander’s 
speech to the House of Delegates. He said, “The 
American Legion, like the A.M.A., is made up of 
citizens who pay taxes and would like to see the 
Federal budget balanced and the tax load light- 
ened.” He then went on to belittle the extent to 
which Veterans Administration hospitals provide 
care for veterans with nonservice-connected dis- 
eases, implied that the A.M.A. doesn’t know the 
facts and is guilty of letting “bad information run 
interference for good intentions.” 

It is easy to see that existing policies of medical 
care for veterans have magnified competition be- 
tween Federal and private medicine. This is shown 
by the record of growth of the Veterans Adminis- 
tration medical system. Still, it will be difficult to 
make anyone but doctors see any evil in this com- 
petition, and even the doctors show differences of 
opinion. Thus many good physicians are utterly op- 
posed to a change in present Veterans Administra- 
tion policies. In addition to VA employees and doc- 
tor-legionnaires, the medical schools, with their 
deans committees, have a large stake in keeping 
things as they are in Veterans hospitals. A number 
of other physicians may side against the A.M.A. be- 
cause they remember what Veterans Administration 
hospitals were like prior to World War II and are 
afraid that any interference with existing policies 
would cause those hospitals to revert to their for- 
mer state. Thus, if the A.M.A. intends to support 
words by action, the statement of the Martin Com- 
mittee report is likely to tax all their energies. An 
omen that they do have that intention may be found 
by the soothsayers in the fact that the new Presi- 
dent-Elect of the American Medical Association is 
none other than Walter B. Martin. 


Osteopathy Still a Cult 


For the time being at least, osteopathy is still “‘cult- 
ist” healing in the eyes of the American Medical 
Association, and A.M.A. members are accordingly 
enjoined by their Principles of Medical Ethics to fore- 
go “all voluntarily associated activities” with osteo- 
paths. For those who have forgotten, Section 1 of 
Chapter II of the Principles of Medical Ethics defines 
a “‘cultist” as ‘one who alleges to follow or in his 
practice follows a dogma, tenet or principle based 
on the authority of its promulgator to the exclusion 
of demonstration and scientific experience.” 

Last year an A.M.A. Committee for the Study of 
Relations Between Osteopathy and Medicine was 
appointed under the chairmanship of Dr. John 
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Cline of San Francisco. In June of this year, that 
committee gave the House of Delegates a report 
that was outstanding for the controversy it excited. 
The report recommended in part: 

‘That the House of Delegates declare that so 
little of the original concept of osteopathy remains 
that it does not classify medicine as currently taught 
in schools of osteopathy as the teaching of ‘cultist’ 
healing. . . . 

**That the House of Delegates declare that the 
relationship of doctors of medicine to doctors of os- 
teopathy is a matter for determination by the state 
medical associations of the several states and that 
the state associations be requested to accept this 
responsibility.” 

On these issues the delegates were a house di- 
vided. A minority report of the Reference Commit- 
tee on Miscellaneous Business favored endorsement 
of the Cline Committee document, while a majority 
report held out for postponement of action for a 
year. In the debate of this issue in the House of Del- 
egates, it was apparent that although relationships 
between osteopathy and medicine may be more. 
amicable in some states than in others, the A.M.A. 
was not ready to assign to its constituent associa- 
tions the responsibility for determining the ethical 
principles of those relationships. Consequently the 
Cline Committee recommendations were not ac- 
cepted, and the House of Delegates will reconsider 
the problems next year. 

In committing themselves to delay, the delegates 
accepted the responsibility for trying to find an- 
swers to three questions: 

**1. Should modern osteopathy be classified as 
‘cultist’ healing ? 

**2. Since the objectives of the American Medical 
Association include improvement in undergraduate 
and postgraduate education, should doctors of med- 
icine teach in osteopathic schools? 

**3. Should the relationship of doctors of medi- 
cine to doctors of osteopathy be a matter for deter- 
mination by the several state associations?” 

It remains to be seen whether the delegates will 
be any better able to answer these questions when 
they meet next year. The answering will need to be 
skillfully done, or public sympathy may swing 
against medicine. Meanwhile those delegates who 
follow the sports news had a chance to read a perti- 
nent story during the week after their meeting in 
New York. Playing in the qualifying round of the 
National Open Golf tournament at Oakmont, Pa., 
the ranking favorite, Ben Hogan, developed a crick 
in the upper part of his back. He consulted an oste- 
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opath who was reported to have made a diagnosis of 
dislocated vertebrae and to have snapped the of- 
fending members back into place. After that the 
golfer felt as ‘good as new” and proved it by win- 
ning the National Open title. 


Labor Unions and Medical Care Insurance 


ALTHOUGH a large majority of members of labor 
unions are covered under group insurance for 
medical and hospital care, the unions, consistent 
with contemporary demands for more and more 
“fringe” benefits, are contending for expanded 
medical benefits. 

In a recent issue of Economic Outlook, a C.1.O. 
Newsletter, it was pointed out that only the em- 
ployed worker had substantial coverage for medical 
and hospital care. The majority of dependents, the 
unemployed and the retired workers and their fami- 
lies are still not provided for under such plans. 
The C.I.O. wants more comprehensive coverage for 
medical and hospital expenses, and cash disability 
benefits for the worker and his family, and similar 
medical and hospital protection for the unemployed 
and retired workers. 

The unions’ position is that they can continue to 
bargain for more of these benefits with employers 
but they will also continue to hold over medicine 
and management the threat of legislation at both 
the state and federal level to increase government 
programs in this field. A single national system of 
social insurance is the ultimate goal. Contributions 
to the cost of the insurance would be in accordance 
to the person’s ability to pay, and unions would 
bargain to have employers carry the full cost. 

Since it is not likely that a national system of 
insurance will be adopted, the immediate action 
of the unions will be to obtain more consumer rep- 
resentation on governing bodies of voluntary insur- 
ance plans, or to establish consumer-sponsored pre- 
payment plans. Although Blue Cross and Blue Shield 
plans have continually expanded their programs 
based upon experience data, the union leaders, in 
many instances, are demanding much more rapid 
expansion. Leaders in the Blue Cross-Blue Shield 
organizations are no doubt well acquainted with the 
unions’ thinking on these matters and are trying to 
provide better protection within reasonable cost 
limits. The voluntary plans cannot afford to price 
themselves out of the market except for the large 
union groups that have been able to secure agree- 
ments for payment of the premium by industry. 
On the other hand, loss of these large union groups 
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could result in financial difficulties for individual 
plans. 

It is hoped that union officials and the officials 
of voluntary plans can get together and consider 
what is best for all consumers. Union leaders con- 
veniently overlook the fact that all of the additional 
benefits they are able to obtain through bargaining 
with the employers or through government pro- 
grams are paid for by all consumers. 

The result is increased costs of all goods and 
services and the people hardest hit are the retired 
workers, but the union leaders are more interested 
in acquiring additional “fringe” benefits in order 
to demonstrate their own usefulness to the dues 
paying members. 

Years of experience by both the Blue Shield plans 
and insurance companies has proven that it is not 
economically sound to insure the inconsequential 
illnesses. The cost becomes prohibitive and it is .he 
consumers who pay, whether the premiums are paid 
by industry or by government. 


Resurgam 


IN REVIEWING events of the past two decades in his 
address to the Conference of Presidents and Med- 
ical Executives last June, President-Elect Louis M. 
Orr spoke warmly of a resurgence of interest in gen- 
eral practice. He found many signs of a trend away 
from specialization since World War II: alterations 
in the intentions and interests of medical students, 
revisions of medical school curricula, liberalization 
of hospital policies regarding general practice, de- 
mand for general practitioners in physician place- 
ment programs, the establishment of the A.M.A. 
“Clinical Session,” and growth of the A.A.G.P. 

Dr. Orr contrasted his own views with the obser- 
vations of another great specialist—Harvey Cush- 
ing. In 1933, Dr. Cushing noted that the general 
practitioner had just about gone out of business— 
pinched between the growth of public health facil- 
ities on the one side, and increasing numbers of 
specialists on the other. Dr. Orr opined that his 
predecessor would have approved the change, would 
have been pleased to know that his prognostication 
twenty years ago was in error. 

It seems apparent that all kinds of physicians— 
general practitioners, specialists, and those working 
in public health—like the fact that the general prac- 
titioner is going stronger than ever. Certainly too, 
his position as first choice for family physician with 
the public is a clear indication of his popularity. 
(Incidentally, Dr. Orr used “general practitioner” 


and “family physician” appositively.) By acknowl- 
edgment and by implication, the renewal of interest 
in general practice is a tribute to the general practi- 
tioner’s renaissance. His position today contrasts 
with that of twenty years ago because he recognized 
the need for intellectual and spiritual reawakening, 
and he set about filling that need. To a continuation 
of this renaissance before all else, the American 
Academy of General Practice stands dedicated. 


While Socialism Sleeps 

ALL was sweetness and light when Government and 
Medicine met at the last session of the A.M.A. 
House of Delegates. Certainly Government sent 
charming representatives—two of its important 
ladies, Mrs. Oveta Culp Hobby (the new Secretary 
of Health, Education, and Welfare), and Mrs. Ivy 
Baker Priest (Treasurer of the United States). Both 
brought promises of co-operation, protestations of 
admiration for physicians, and pledges against so- 
cialism. The delegates probably won’t have many 
future contacts with Mrs. Priest, except vicariously 
in their earnest efforts to get her autograph, but the 
prospects for future dealings with the new Secretary 
are bright indeed. After all, she does run the biggest 
and most expensive medical activity in the world. 

Mrs. Hobby made the delegates feel good. After 
enumerating the existing problems of medical care, 
she condemned “socialized medicine” as an inefh- 
cient and a wasteful way, and then spoke of the Ad- 
ministration’s confidence that physicians, not Gov- 
ernment, will provide the leadership for solving 
them—even a tough one like meeting the financial 
crisis in medical education. Of course she didn’t say 
which physicians, but wasn’t she looking the A.M.A. 
squarely in the eye? At the same time, she recounted 
the impressive list of medical responsibilities of her 
department and promised that the Special Assistant 
for Health and Medical Affairs, who will guide her in 
meeting those responsibilities, will be a physician. 

In an editorial about Mrs. Hobby’s speech, one 
New York newspaper wrote: “Her approach was 
altogether realistic and firm in appraising the med- 
ical health problems and in emphasizing respon- 
sibility, including that of the medical profession, for 
finding solutions.” With the need withdrawn for 
vigilance against usurpation of their responsibility, 
members of the medical profession can now devote 
all their energies to providing the leadership Mrs. 
Hobby expects. They had better do just that, or 
they'll soon discover that the threat of socialism is 
not dead but only sleeping. 
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Shock in Myocardial Infarction 


WuEkn shock attends myocardial infarction, the out- 
look for survival of the patient is a bad one. The 
problems of treating this kind of case are difficult— 
no less so because of lack of agreement about patho- 
genesis and therefore about methods of treatment. 
At one extreme is the pessimistic attitude that noth- 
ing can be done directly to influence the shock; at 
the other extreme, an optimistic view toward im- 
provement by means of a kind of same-for-all regi- 
men that includes a variety of therapeutic agents. 

Under any circumstances shock is difficult to de- 
fine and comprehend. This should not be surprising 
—but it always is—because shock is a broad clinical 
term that covers several circulatory and metabolic 
disturbances. Mistakes result when an attempt is 
made to find a stricter meaning in a term like this. 
The situation is analogous to that which might come 
from talking about “rheumatism” as though it were 
an entity, etiologically and therapeutically. 

In a broad sense and without looking for basic 
mechanisms, shock results from a fall in cardiac out- 
put, or a fall in peripheral resistance, or both (peri- 
pheral resistance being represented as a function 
of blood volume and arteriolar tone). In some care- 
ful investigations of the shock of myocardial infarc- 
tion, the chief (or only) significant alteration in 
hemodynamics seemed to be a severe reduction of 
cardiac output. This was the conclusion reached by 
Freis and associates when they reported on the 
problem in the Journal of Clinical Investigation for 
February, 1952. Under these circumstances, it is 
easy to understand an attitude of therapeutic nihil- 
ism: If shock results solely from a fall in cardiac 
output and this in turn is a reflection of extensive 
myocardial damage, it is hard to see how the abnor- 
mality could be reverted by anything less than a 
substitute heart. 

Nevertheless, clinical experience indicates that 
the shock of myocardial infarction is not so alto- 
gether hopeless and irreversible. Thus, most clini- 
cians can recall experiences with myocardial infarc- 
tion in which profound shock was reversed sponta- 
neously or seemingly because of various therapeutic 
efforts. Many of these clinical observations seem to 
show that the shock is often dependent upon pe- 
ripheral vasodilation that can be remedied by ad- 
ministration of a vasoconstrictor agent. 

In the Journal of the American Medical Association 
for April 4, 1953, Fink, d’Angio, and Biloon ex- 
pressed the opinion that there are two clinical vari- 
eties of shock in myocardial infarction, distinguish- 
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able by measurement of venous blood pressure. One 
variety is encountered soon after infarction, is at- 
tended by a low venous pressure, and resembles sur- 
gical shock in this particular and by a good response 
to vasoconstrictor drugs. The second variety tends 
to appear later, is marked by elevation of venous 
pressure above normal, and does not respond to 
vasoconstrictor drugs, presumably because maximal 
vasoconstriction is already present as part of the re- 
sponse to a basic reduction of cardiac output. These 
authors suggested that these variations in the clin- 
ical picture seemed to be separate phases of the 
same syndrome, supporting this suggestion with the 
observation that the two phases were sometimes ob- 
served in sequence in the same patient. 

Whether or not the explanation of Fink and 
others is valid, it is certainly more hopeful and is 
supported by clinical experiences previously noted. 
It is also partly supported by the observations of 
Griffith regarding the influence of duration on the 
prognosis for relief of shock in cases of myocardial 
infarction. 

For example, when he discussed this problem 
at the Twenty-sixth Scientific Sessions of the 
American Heart Association, he presented data 
on 134 cases. The mortality for the entire group was 
48 per cent. This represented a reduction in ex- 
pected rate of more than 30 per cent, and due credit 
was given to certain therapeutic methods, including 
morphine (intravenously), oxygen, and measures 
intended to raise peripheral resistance (intra-arte- 
rial transfusion, vasoconstrictor agents). 

However, Griffith noted that the most influential 
factor for success was the time at which treatment 
was started. Thus, for patients in whom shock was 
treated within three hours of onset, the mortality 
was found to be 13 per cent, compared with 76 per 
cent for those in whom treatment was delayed more 
than three hours. 

In conclusion, beyond the inescapable fact that 
there is still much to be learned about the shock of 
myocardial infarction, several thoughts are worth 
suggesting for clinical application. First, shock must 
not be confused with the simple hypotension that 
often results from myocardial infarction and that 
probably should not be treated. Second, when true 
shock is recognized, it should be dealt with individ- 
ually and as vigorously as necessary within the prac- 
tical limitations of the emergency. Finally, regard- 
less of the nature of therapeutic plans, speed is es- 
sential, One or two simple measures within the first 
three hours are worth more than any number of 
complicated procedures later. 


University of Illinois College of Medicine, Chicago 


Some adverse effects of antibiotic therapy are unavoidable. The risk of such effects is no deterrent when an 
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antibiotic is clearly indicated. However, promiscuous administration of antibiotics is widespread, and the incidence 


of adverse effects can be reduced in proportion to curtailment of unnecessary use of these drugs. An 
especially undesirable result is the masking of diagnosis of a serious remediable disease when an 


antibiotic is prescribed “blindly.” 


THE ten years which have passed since the first clin- 
ical trials of penicillin have witnessed the develop- 
ment of many different antibiotics. Most physicians 
have had first-hand experience with each of the 
seven or eight antibiotics in general use today. In 
the United States during 1951, 324 tons of peni- 
cillin were produced (two million units for every 
person in the country). This is enough penicillin to 
cure each person of one attack of pneumococcic 
pneumonia. 

During the same year, 167 tons of streptomycin 
were produced. With this amount of streptomycin 
it is possible to treat one million persons with pul- 
monary tuberculosis for an entire year according to 
present treatment schedules. This is two-and-one- 
half times the total number of active cases in the 
United States, as estimated by the Public Health 
Association. This is enough streptomycin to man- 
age all the new cases that developed during the 
past ten years. 

Although the broad-spectrum antibiotics, chlor- 
amphenicol, aureomycin, and terramycin, had been 
in commercial production for only two or three 


years, 250 tons of these were produced in 1951, an 
amount sufficient to provide for approximately 200 
million patient days of treatment. 

These figures become even more impressive when 
it is realized that more than one-half of all prescrip- 
tions written during 1951 were for antibiotics, and 
Americans spent one-third of their entire drug bill 
during that year for antibiotics. In each instance, 
these figures appear to have shown continuous in- 
crease during 1952 and 1953. 

While no one would deny that excellent results 
follow the use of antibiotics in many infectious dis- 
eases, it also is evident that the more extensive use 
of these drugs has resulted in some adverse effects. 
These adverse effects are discussed in the present 
paper, according to the classification given in 


Table 1. 
Effects Related to Administration 


Regardless of the route by which antibiotics are 
administered—oral, intramuscular, intravenous, in- 
trathecal or by inhalation—untoward effects may 
occur in some patients. 
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Table 1. A classification of some deleterious 
effects from the use of antibiotics. 


1. EFFECTS RELATED TO ADMINISTRATION 


A. Oral—nausea, vomiting, abdominal discomfort and diarrhea 

B. Intramuscular—injection abscesses 

C. Intravenous—thrombophlebitis, extravasation 

D. Intrathecal—increased intracranial pressure, meningismus, 
convulsions, arachnoiditis 


E. Inhalati bronchial irritation 


ll. HYPERSENSITIVITY REACTIONS 


A. Skin rash—urticaria, morbilliform eruptions, erythema multi- 
forme, dermatophytid 

B. Serum sickness—fever, arthralgia 

C. Visceral reaction—myocardial infarction, pericarditis, ne- 
phritis 

D. Collagen diseases—lupus erythematosus, periarteritis no- 
dosa 

E. Anaphylaxis and fatal reactions 


Ill, DRUG TOXICITY 


A. Neurologic—paresthesias, vertigo, deafness, convulsi 
B. Renal—albuminuria, casts, oliguria 

Cc. tologi plastic anemia, blood coagulation 

D. Fatty liver 

E. Death (overdosage) 


IV. ALTERED PHYSIOLOGY OF THE HOST 


A. Reaction to infection—fever, phagocytosis, immunity 
B. Nutrition—alterations in production, absorption, and metab- 
olism of growth factors 


EFFECTS RELATED TO BACTERIAL ALTERATIONS 


A. Normal flora—respiratory, intestinal, and genital tract 

B. Bacterial resistance—staphylococci, Gram-negative bacilli 
C. Superinfection—bacteria, yeasts, fungi 

D. Bacterial stimulation and host susceptibility 


Vi. EFFECTS ON PATIENT CARE 
A. Delay in diagnosis—tuberculosis, viral, fungal, toxic, and 
malignant disease 


B. Masking a disease without cure—endocarditis, brucellosis, 
osteomyelitis, tuberculosis 


Intramuscular injection may produce tissue ne- 
crosis and injection abscesses. Sterile abscesses have 
been observed to occur as late as one to thirteen 
months after injection. These are not common with 
penicillin except when unusually large doses are 
given. Although the various oils used as a medium 
for delaying absorption have caused localized paraf- 
finomas, these are generally microscopic and are of 
little consequence. Streptomycin, bacitracin, and 
polymyxin are all limited in dose owing to their 
systemic toxicity. With the usual doses, abscess 
formation is not frequent, although a variable amount 
of induration at the site of injection is common and 
may be painful. The acid salts of aureomycin and 
terramycin are irritating when administered intra- 


muscularly, and chloramphenicol is quite insoluble 
in tissue fluid. 

Similarly, intravenous administration of aureo- 
mycin, chloramphenicol, or terramycin may cause 
pain and burning along the course of the injected 
vein, and sometimes thrombophlebitis follows. Ex- 
travasation of these drugs may be very painful and 
may lead to local ulceration. By injecting the anti- 
biotics into the stream of a freely flowing infusion, 
one can minimize these difficulties. 

The dangers of intrathecal medication—cerebral 
edema, increased intracranial pressure, meningis- 
mus, pleocytosis, and adhesive arachnoiditis—may 
be severe. In the case of penicillin, the need for 
intrathecal therapy can be eliminated by the use of 
doses that will cross the blood-brain barrier in ap- 
preciable concentrations. However, when strepto- 
mycin is used for tuberculous meningitis, polymyxin 
for intracranial pseudomonas infections, and baci- 
tracin for staphylococcic meningitis, intrathecal ad- 
ministration may be required to obtain the maximal 
therapeutic effect. If this route is employed, the in- 
jection should be made with minimal force, the anti- 
biotics should be dilute, and a second lumbar punc- 
ture should be done within twenty-four hours after 
the initial intrathecal medication. 

Nausea, vomiting, epigastric burning, diarrhea, 
increased flatus, or sensations of intestinal hyper- 
motility frequently complicate the otherwise great 
advantage of oral administration of antibiotics, espe- 
cially aureomycin, terramycin, chloramphenicol, 
and erythromycin. There is great variation in the 
reaction among individuals, however, and only about 
20 per cent of persons have discomfort with cus- 
tomary doses. Although it may occasionally be neces- 
sary to discontinue treatment, one is frequently able 
to continue therapy by decreasing the dose or by 
dividing the same dose into smaller fractions. A little 
bland food, such as milk, taken with each dose, re- 
lieves much of the gastric uneasiness and does not 
interfere with absorption. Aluminum hydroxide 
preparations such as Amphojel should not be given, 
however, since they decrease the absorption of anti- 
biotic and consequently impair the therapeutic 
effect of the drug. 

Penicillin given orally sometimes produces sim- 
ilar gastrointestinal symptoms. When this happens, 
it is not possible to give food concomitantly because 
food will interfere with the absorption of penicillin. 
Instead, a change should be made to the intramus- 
cular route. 

At least three mechanisms are responsible for 
the gastrointestinal symptoms that accompany oral 
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administration of antibiotics. These are: (1) altera- 
tion in the bulk and composition of the fecal stream ; 
(2) a direct local effect from the drug; and (3) auto- 
nomic nervous system stimulation related to the 
serum concentration of the antibiotic. 


Hypersensitivity Reactions 


As with other pharmaceuticals, hypersensitivity 
may occur with any of the antibiotics and may de- 
velop more commonly when the drug has been ad- 
ministered previously. Sensitivity reactions to peni- 
cillin occur in 1 to 8 per cent of persons. Strepto- 
mycin may have a somewhat higher incidence of 
skin reactions than penicillin, whereas the broad- 
spectrum antibiotics so far have shown fewer hyper- 
sensitivity reactions. Persons with a history of 
asthma, hay fever, eczema, or other allergies are 
more subject to reactions. In the case of penicillin, 
and probably also the other agents, there is a sharp 
increase in the incidence of reactions when large 
doses are given. 

Clinical manifestations may be rash, fever, ar- 
thralgia (or a serum sickness type of reaction), an- 
gioneurotic edema, and anaphylaxis. Urticaria, oc- 
curring almost immediately or delayed as long as 
eight to ten days after the start of treatment, is one 
of the most frequently observed skin eruptions. The 
lesions may be evanescent so that treatment need 
not be interrupted, or they may persist until the 
drug is discontinued. A morbilliform rash is also 
common. Although mild desquamation may occur, 
true exfoliative dermatitis is rare unless the rash 
has been disregarded or its relation to treatment is 
not recognized and drug administration is con- 
tinued. Erythema multiforme, involving both skin 
and mucous membranes, may occur as a drug reac- 
tion. Also, dermatophytid reactions and exacerba- 
tions of chronic fungus infections of the skin might 
result as a manifestation of cross sensitivity between 
the fungus from which the antibiotic is derived and 
the one causing the skin infection. 

Electrocardiographic changes, indicating either 
pericarditis or acute myocardial infarction, have ac- 
companied penicillin reactions. Several deaths have 
been reported from anaphylactic reactions to paren- 
teral administration of penicillin and streptomycin. 

In recent years there has been an apparent in- 
crease in the collagen group of diseases. It has been 
shown experimentally that sulfonamides may induce 
periarteritis. Recently it has been observed that pa- 
tients with hypersensitivity reactions to penicillin 
may show the phenomenon of “L. E. cells” in the 
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bone marrow, a finding usually diagnostic of lupus 
erythematosus. It is the feeling of many that the 
widespread use of antibiotics is contributing to the 
presently observed high incidence of the collagen 
diseases. 

A few cases have been reported in which initiation 
or exacerbation of nephritis has occurred with other 
manifestations of hypersensitivity to an antibiotic. 


Effects Related to Drug Toxicity 


Nervous System Toxicity. Paresthesias and sub- 
jective nervousness or uneasiness have been noted 
during administration of polymyxin or chloram- 
phenicol. 

Vertigo and deafness are almost universal conse- 
quences of prolonged administration or high doses 
of streptomycin and dihydrostreptomycin. Deaf- 
ness often has its onset long after treatment is 
stopped and is progressive and irreversible. Loss of 
equilibrium may be severe and uncompensated, es- 
pecially among older individuals. 

Convulsions have followed the administration of 
procaine penicillin with doses over a million units, 
possibly due to the procaine. Convulsions also may 
follow intrathecal injections of antibiotics. Adhesive 
subarachnoiditis has been an annoying and crip- 
pling consequence of intrathecal medication, espe- 
cially after prolonged treatment with streptomycin. 

Renal Toxicity. The major factor limiting the pa- 
renteral use of bacitracin and the polymyxins is the 
kidney damage which these agents produce. False 
albuminuria occurs when the concentration of peni- 
cillin in the urine is in the range of 1,500 units per 
ml., and glycosuria occurs with concentrations in 
the range of 200 units per ml. These effects of peni- 
cillin are benign. 


Hematologic Effects 


Thrombocytopenia, granulocytopenia, and aplas- 
tic anemia, although rather infrequent complica- 
tions of antibiotic therapy, have serious conse- 
quences unless recognized early and, even then, 
irreversibility often is not avoided. 

Chloramphenicol, probably due to its nitropheny! 
structure, carries the most serious threat to hemo- 
poiesis among the antibiotic agents, and a number 
of instances of irreversible aplastic anemia following 
its use have been recorded. Such reactions are more 
common with prolonged administration and upon 
retreatment, but they are not restricted to this group 
and must be considered as a risk of treatment in any 
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patient receiving this antibiotic. On the other hand, 

they occur so seldom that they should not preclude 
the employment of chloramphenicol when it is 
clearly the drug of choice. 

There has been much concern over the effect of 
antibiotics on blood coagulation. Carefully con- 
trolled studies, however, have failed to show sig- 
nificant influences on coagulation time from the 
concentrations of antibiotics obtained after usual 
doses. 

Fatty Liver. The administration of large doses of 
aureomycin or terramycin—4.0 to 8.0 Gm. per day 
over a long period of time—has resulted in an in- 
creased deposition of fat in the liver and, in some 
instances, jaundice and impaired liver function. 
This does not occur on ordinary therapeutic doses. 
The phenomenon is transitory, and normal liver 
function and morphology can be expected to return 
when treatment is discontinued. 

Death might be expected to occur from drug 
toxicity if certain limits were exceeded during a 
limited time. The doses of antibiotics recommended 
for clinical use are well below this limit. Clinical in- 
vestigations with extremely high doses, however, 
have produced sudden fatalities which were as- 
signed to overdosage in the case of both penicillin 
and terramycin, 


Altered Physiology of the Host 


Reaction to Infection. The cardinal mechanisms of 
host defense against infection are fever, phagocy- 
tosis, antibody formation, and immunity. Studies 
have shown that nearly all of the effective antibiotics 
might alter one or another of these host responses. 
Aureomycin, for instance, may be antipyretic inde- 
pendently of its antibacterial action. Interference 
with phagocytosis, demonstrated for various anti- 
biotics in vitro, may or may not occur in the host. 

Antibody formation is markedly reduced in a 
number of infections when treatment is started 
promptly with an effective agent, apparently due to 
a decrease in antigenic stimulus. In the case of 
streptococcic infections occurring in persons with 
rheumatic fever this may be desirable, whereas in 
certain other infections the decreased immunity 
might allow recurrent bouts of the same infection. 

Nutrition, Oral administration of antibiotics may 
produce signs of acute vitamin-B deficiency. Meta- 
bolic studies have shown that aureomycin increases 
nitrogen, riboflavin, and potassium excretion in 
undernourished adults, with a consequent weight 
loss during a period of aureomyciy administration. 


Table 2. Bacterial resistance to antibiotics. 


1. SPECIES OF BACTERIA WHICH COMMONLY BECOME RESISTANT 
TO ONE OR MORE ANTIBIOTICS 
Staphylococci 
Nonhemolytic streptococci 
E. Coli 
Aerobacter aerogenes 
Pseudomonas species 
Proteus species 
M, tuberculosis 


ll. SPECIES OF BACTERIA WHICH RARELY OR NEVER BECOME 
RESISTANT TO ANTIBIOTICS 


Pneumococci 

Beta hemolytic streptococci (Group A) 
Gonococci 

Meningococci 

Hemophilus influenzae 

Shigella species 

S. typhosa 

T. pallidum 


However, in other instances and on a free diet, 
aureomycin may stimulate weight gain by enhanc- 
ing protein and carbohydrate utilization. In some 
species of animals, antibiotics appear to supply, or 
make available by sparing action, additional growth 
factors. Antibiotics through their chemical struc- 
ture also may enter into the normal metabolic proc- 
esses of the host. 

Solar dermatitis and interference with wound 
healing have been ascribed to certain of the anti- 
biotics, but these observations need further sub- 
stantiation. Anosmia and loss of taste have been sub- 
jective complaints of some patients receiving aureo- 
mycin, terramycin, or chloramphenicol. 


Effects Related to Bacterial Alteration 


The Normal Flora. All antibiotics—even the so- 
called “broad-spectrum” antibiotics—are highly 
selective in their inhibitory effect upon microdrgan- 
isms. Sensitive organisms are destroyed in their 
normal habitat, with subsequent proliferation of the 
more resistant strains and a qualitative change in 
the flora of certain mucous membranes. These 
changes may persist long after treatment is stopped. 

Bacterial Resistance. In the case of certain bac- 
teria, increasing resistance to the inhibitory action 
of the antibiotics has been observed (Table 2). This 
phenomenon is related to the growth of resistant 
mutants which are the last organisms to be killed 
during treatment. The ease and rapidity with which 
bacterial resistance occurs varies among the anti- 
biotics. 
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In the case of streptomycin, a sensitive strain may 
become resistant within as short a period as forty- 
eight hours, whereas with penicillin, aureomycin, 
or terramycin a significant increase in resistance 
seldom appears until treatment has been continued 
for several weeks. The development of resistance to 
bacitracin and the polymyxins in patients under 
treatment has been rare, although resistance can be 
induced in the test tube. The development of re- 
sistant strains may constitute a greater menace to 
the members of the community at large than to the 
recovery of the individual patient. 

Superinfections. Superinfections are the next step 
in the alteration of the bacterial flora of the host by 
use of antibiotics. Following the elimination of the 
normal antibiotic-sensitive bacteria, the antibiotic- 
resistant organisms, if present or if implanted from 
the environment can propagate in any areas of the 
body to which they have access. The illustration on 
page 35 shows some of the common superinfections 
in various body sites. The Staphylococcus, Pseu- 
domonas, and Proteus species, influenza bacillus, 
and Candida albicans are frequently encountered 
microorganisms that are difficult to control with the 
presently available therapeutic agents. 

Special attention should be called to two super- 
infections caused by hemolytic Staphylococcus 
aureus which may be overlooked as toxic drug re- 
actions— infectious dysentery staphylococcic 
scarlet fever. These have been observed with peni- 
cillin, aureomycin, and terramycin, but they might 
also be expected to occur with other agents to which 
staphylococci are resistant. Liquid stools, with mu- 
cus or blood and associated with cramps and dehy- 
dration, may indicate staphylococcic dysentery, al- 
though substitution of pseudomonas or proteus for 
the usual bowel flora may also cause similar symp- 
toms. This is a serious complication, frequently 
fatal in older persons, and requires early recogni- 
tion with vigorous treatment to correct fluid and 
electrolyte disturbance and prerenal azotemia. The 
diagnosis usually can be made simply by a gram 
stain of the stool. 

The influenza bacillus is not usually considered 
an important pathogen except in children. How- 
ever, as a superinfection during antibiotic treatment, 
both pneumonia and bacteremia caused by this 
organism have occurred in adults, producing serious 
illness. 

Gram-negative rods of the coliform group and 
especially Pseudomonas and Proteus species, have 
shown unusual capacity during antibiotic treatment 
to establish themselves in new body areas. 
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Yeasts and fungi, most commonly Candida albi- 
cans (monilia), have frequently been cultured from 
the sputum, stool, and vaginal secretions during the 
administration of antibiotics, especially following 
the use of troches and suppositories. Glossitis, 
stomatitis, vaginitis, and proctitis with character- 
istic perléches have occurred on the mucous mem- 
branes at these sites. In many instances the super- 
infections which occur far exceed the severity of the 
original illness and must be treated with equal as- 
siduousness. 

Bacterial Stimulation and Host Susceptibility. Spon- 
taneous infections arising during antibiotic treat- 
ment have been observed repeatedly in sites previ- 
ously sterile—predominantly the genitourinary 
tract. It is an old pharmacologic law that sublethal 
amounts of drugs may act as stimulants. Indeed, in- 
creased bacterial growth has been observed in vitre 
in the presence of sublethal concentrations of some 
of the antibiotics. This is true for both sensitive and 
resistant strains. If this also occurs in the body, 
clinical infections might be expected at sites where 
bacteria are ordinarily filtered out and held in check 
by body mechanisms. 

Also, cases of certain clinical infections not re- 
sponsive to penicillin, such as smallpox and klebsiella 
pneumonia, have been reported in which small 
doses of penicillin were given and the disease proc- 
ess appeared to have an accelerated course. 


Effects on Patient Care 


Delay in Diagnosis. It has been recommended by 
some to treat all febrile and some other obscure ill- 
nesses with a course of penicillin. If an adequate 
response is not obtained, studies are then recom- 
mended for diagnosis. When this procedure is fol- 
lowed, however, antibiotics may often prove dele- 
terious and even dangerous to patients. In view of 
the many agents now available, such therapeutic 
trials can be prolonged for weeks or months. Mean- 
while the real disease remains undiagnosed and un- 
treated, unless, perchance, the physician stumbles 
upon the proper formula. In those instances where 
a therapeutic trial is necessary, one should use full 
therapeutic doses and set a limit of a few days in 
which to evaluate the results. 

Diphtheria, poliomyelitis, tuberculosis, Fried- 
lander’s pneumonia, and meningitis are but a few 
examples of infections in which the delay in diag- 
nosis for therapeutic trial with ineffective antibi- 
otics often proves dangerous or fatal to the patient, 
whereas early diagnosis may be life-saving. Similar- 
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ly, the diagnosis of carcinoma, especially bronchio- 
genic carcinoma, often is delayed to the detriment 
of the patient while antibiotic treatment is given. 

In addition, there are some illnesses in which cure 
can be accomplished by prolonged treatment and in 
which a definitive diagnosis rests almost entirely 
upon identification of the bacterial cause. Usually 
this can be done only before antibiotic treatment has 
been given. The most common of these are bacterial 
endocarditis, osteomyelitis, tuberculosis, and bru- 
cellosis. The administration of as little as a single 
dose of an antibiotic may make it impossible to re- 
cover the offending organism, but by no means ef- 
fect a cure. Treatment for four to six weeks, as is 
necessary for subacute bacterial endocarditis or for 
six months or more for tuberculosis, constitute se- 
vere psychologic and economic stresses to most pa- 
tients. On the other hand, appropriate treatment of 
these diseases is life-saving and worth enforcing 
when the diagnosis can be made. 


Comment 


It is clear that the human host has suffered some 
adverse consequences from the rapid extension of 
the use of antibiotics although, by comparison with 
the benefits obtained, the deleterious effects are rel- 
atively few. In addition, bacteria have not surren- 
dered to the antibiotic effort of the preceding ten 
years, but rather have begun to build new defenses 
in bacterial resistance and to attack at new sites 
where their natural enemies—the normal flora— 
have been removed. Out of this experience have 
come concepts of the importance of a biologic equi- 
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librium maintained by man in the state of health 
and the recognition of the benefits of harboring the 
normal bacterial flora. 

Many persons are receiving antibiotics without 
accepted indications for their use and without ap- 
parent benefit. Some of these people have adverse 
reactions and many others may be affected by the 
changing bacterial patterns or by hypersensitivity 
reactions upon later administrations of the drug. 
The hazards of antibiotic administration are sufk- 
cient to require restriction of their use to those ill- 
nesses for which they have an appreciable salutary 
effect. No formula of treatment can be set to avoid 
completely the occurrence of deleterious effects 
upon the host. Such reactions can be greatly mini- 
mized, however, by following certain rules of ther- 
apy. 

Rules of Therapy. 1. Make an accurate clinical and 
etiologic diagnosis before treatment whenever pos- 
sible. 

2. Treat the patient’s illness specifically, (a) in 
the selection of the antibiotic, using a single agent 
when it is effective; (b) in the choice of the dose 
and route of administration ; and (c) in the duration 
of treatment. 

3. Limit the use and time of therapeutic trials. 

4. Be familiar with the course of the disease to be 
expected under antibiotic therapy. 

5. Know the adverse consequences of treatment 
common to each of the agents. 

6. Observe the patients during treatment for early 
signs of sensitivity, toxicity, or superinfections, and 
weigh the possible risks before continuing treat- 
ment. 


In BULBAR poliomyelitis the higher the spinal fluid sugar content, the 


ALLERGY may cause haziness of all the paranasal sinuses to transillumi- 


THE most common neoplasm of the abdominal cavity in early childhood 


Astuatics develop tolerance to ephedrine within three to four days 
so that the drug is best given intermittently. 
—WiuaM S. Reveno, M.D., 711 Medical Maxims, Charles C Thomas 
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BY PALUEL J. FLAGG, M.D. 
New York, New York 


Although there are many causes and several mechanisms for reduction of oxygen supply to tissues, the effects 
are basically similar. All physicians have a strong obligation to educate themselves in the principles of 

recognizing and treating hypoxia. The medical schools and hospitals of the nation should provide educational 
leadership. Only in this way will the appalling mortality and morbidity of asphyxia be reduced. 


Tue highest purpose of medicine is to prolong and 
to save life. Each day thoughtful efforts are bent to 
the rehabilitation and rescue of the sick and injured. 
Treatment may extend over a period of weeks, 
months, or even years. The exciting drama of saving 
a life in a few minutes is, however, easily accom- 
plished. Alert diagnosis and ordinary technical skill 
are all that is required. And yet, because of a curious 
lag in undergraduate and hospital training, the op- 
portunity passes and is lost forever. 

We come, without warning, face to face with 
somatic death. There is nothing left but to ask, 
“How did this happen?” Had we been asphyxia- 
conscious, we might have said, “This must not hap- 
pen.” We might have saved a life in a few minutes. 
But knowledge was too little, and action too late. 

The shadow of hypoxia, like a cloud overhead, 
arises out of environmental and pathologic factors 
which may be recognized and anticipated. The mas- 
sive cumulus formations casting deep shadows over 
the medical landscape are the anoxic (obstructive) 
anoxia of foreign body obstruction, smothering, suf- 
focation, drowning—in utero or on the beach; the 
cirrus formations, often but dimly perceived, the 
anemic anoxia of concealed hemorrhage, the stag- 
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nant anoxia of excessive sedation, or the histotoxic 
anoxia of cell poisoning from various drugs, alcohol, 
and other poisons. Clouds herald storms. Let us be 
prepared to meet them. 


One Problem... Many Causes 


One reason why clinical hypoxia has failed to re- 
ceive the major attention which it deserves is that 
carbon monoxide poisoning, anesthetic hypoxia, 
submersion, asphyxia neonatorum, foreign body ob- 
struction, electrocution, drug poisoning, etc., have 
been regarded as separate entities, in no way re- 
lated. 

As a matter of fact, the difference exists only in 
the etiologic factor. A common, over-all treatment 
effects rescue in each condition. The pathology in- 
duced by each cause is hypoxia, whether it be stag- 
nant, anoxic, anemic, histotoxic, singly or com- 
bined. 

The treatment, once the cause is removed, is 
identical. It is directed to the relief of the respira- 
tory, circulatory, cerebral, or histotoxic anoxia 
which has been induced. 

The second reason why clinical hypoxia has been 
overlooked in general practice is that the appalling 
mortality has not been realized. One per cent of 
regrettable deaths at birth, charged to hypoxia, is 
regarded as conservative. The national birth rate of 
3,500,000 yields, therefore, a mortality of 35,000, 
annually. Submersion, anesthesia, CO poisoning, 
fire-fighting, electrocution, foreign body obstruc- 
tion, mechanical and pathologic, and terminal polio 
aggregate more than 15,000 fatalities yearly. Yet 
the 50,000 deaths claimed by asphyxia, a conserva- 
tive total, is almost twice that due to automobile 
accidents. 

What press publicity is presently devoted to clin- 
ical hypoxia? 


Late Effects of Hypoxia 


While death from hypoxia claims at least 50,000 
lives in the United States each year, the late, non- 
fatal effects are becoming generally recognized. It is 
conceded that hypoxia is the chief etiologic factor 
in cerebral palsy. Interest is presently focused upon 
the treatment of this disease. Would it not be well 
to devote at least a portion of this interest to its pre- 
vention through a reduction of asphyxia of the new- 
born? Mental defects of children are often traced to 
protracted hypoxia at birth. Here again, preventive 
efforts might well receive attention. 

The pathologic physiology of hypoxia, with its 
predilection for cerebral tissue, readily explains 
signs and symptoms exhibited in mental defects and 
in cerebral palsy. It is also pointed out, with the 
logic of applied physics, that the right heart tam- 
ponage, which results from asphyxia of the new- 
born, may well explain a persistent foramen ovale, 
or an auricular septal defect. 


Instant Diagnosis: Immediate Action 


The degree of asphyxia must be instantly ap- 
praised. Is the patient in the stage of depression, of 
spasticity, or of flaccidity? Each degree is the result 
of changes which constitute specific indications for 
treatment. The asphyxial state is fluid. It is not 
static. Spasticity may pass quickly into depression 
and recovery, or into flaccidity and death. The re- 
flexes and the muscle tone of the patient’s airway 
invite correct treatment, and resist unnecessary 
instrumentation. 


Resuscitation Apparatus 


One must be able to evaluate and to classify the 
various resuscitation gadgets pressing for attention 
and use. This evaluation is made through the effects 
each is intended to produce. Resuscitation instru- 
ments are merely tools to meet the indications for 
treatment presented by the different degrees of as- 
phyxia. The victim must never be subordinated to 
apparatus, no matter how skillfully contrived or 
automatic in action. To permit such perversion 
may accelerate a fatal issue. Even lay rescue squads 
have become impatient with orders to apply a face 
mask and oxygen under pressure over the nose and 
mouth of a victim whose airway is obviously ob- 
structed by foreign matter or by relaxation of the 
soft parts. To order such obstruction removed with- 


out providing the means is ridiculous. 
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Technique of Instrumentation 


With a view to making instruction easily available 
to the general practitioner in a short period of time, 
intensive week-end courses were begun in New 
York City in 1947. Eighty-three of these courses 
have now been presented. The course begins at one 
o’clock on a Friday afternoon and continues until 
five-thirty. It is resumed and concluded on the fol- 
lowing morning. A period of approximately seven 
hours of intensive instruction is thereby provided. 

The material offered includes lectures, slides, 
and a detailed consideration of instruments for the 
prevention of asphyxia. Anesthetized dogs are 
brought into the classroom. The class is then taken 
to the operating room where the airway of an anes- 
thetized patient is demonstrated. In the morning 
session, resuscitation apparatus and the indications 
for its use are discussed. Human cadavers are pro- 
vided for practice. 

More than 700 students from various parts of the 
United States have attended these courses. While 
the sessions in New York City have accepted stu- 
dents from all parts of the country . . . physicians 
coming from the South, the Middle West, the far 
West and also from Canada, many courses in other 
cities have taken place. These have been offered in 
Columbus, Ohio; Boston, Washington, D.C., At- 
lantic City, Baltimore, Denver, San Francisco, Los 
Angeles, and in Honolulu. This has been done with 


Anoxic anoxia—Poliomyelitis. 


the co-operation of the medical schools of Ohio 
State, Harvard, Georgetown, University of Mary- 
land, University of Colorado, University of Califor- 
nia, and U.C.L.A., and with the assistance of the 
Department of Civilian Defense of the State of New 
Jersey, and of the Territory of Hawaii. 

Out of town courses require a preparatory period 
of two months and a minimum group of twelve stu- 
dents in order to justify the logistics involved. 
Courses are given under the auspices of the Society 
for the Prevention of Asphyxial Death, Inc. In New 
York City, groups meet the first Friday and Satur- 
day of each month at the New York Academy of 
Sciences, 2 East 63 Street. 


Every physician should know about the equipment and activities of rescue squads in his community. 


4 


Stagnant anoxia—Cardiac. 


The Medical School and Clinical Hypoxia 


Since it has been pointed out that medical school 
personnel engaged in experimental hypoxia repre- 
sent in all likelihood less than 5 per cent of the total 
medical profession, it is evident that the problem of 
alerting and instructing the 95 per cent remaining 
will not be accomplished without the active partici- 
pation of the medical schools of the country. With a 
view of interesting the medical schools in the prob- 
lem, the deans attending the sixty-third annual 
meeting at Colorado Springs, November 10-12, 
1952, were invited to consider the problem of clin- 
ical hypoxia. Those who discussed the matter 
agreed that the challenge was real and deserved 
attention. 


MEDICAL 
MAXIMS 
FOR 
EVERYDAY 


APPLICATION 


Medical students now in training will doubtless 
be informed. The prospect is not so bright for the 
general practitioner now in practice. He will prob- 
ably be required to provide his own initiative, seek- 
ing and paying for the information he desires. 


Summary and Conclusions 


The hazard of asphyxia cuts across the entire 
field of medicine. Gravest at birth, it reappears with- 
out warning for those who have failed to become 
asphyxia-conscious. It is a major medical problem, 
the specific instances of which are united by the 
common bond of treatment. It may be said to claim 
twice as many lives as do automobile accidents. 

Exposure to hypoxia may result in profound dis- 
turbances to the nervous systems of those who sur- 
vive. Hypoxia is one of the accepted causes of cere- 
bral palsy. It accounts for many late mental defects. 
Adults who survive protracted asphyxia may live a 
mere vegetative existence. 

The degree of asphyxia presenting itself, deter- 
mines the treatment. Prescribed methods of treat- 
ment by oxygen inhalation and insufflation are 
simple, and their application requires but little 
practice. Resuscitation apparatus is valuable only 
insofar as it meets indications for treatment. 

Intensive, week-end courses of instruction in 
clinical hypoxia are presently available in New York 
City. Where groups may be assembled, they are 
given anywhere in the United States. Details con- 
cerning courses of instruction may be obtained from 
the Secretary, Society for the Prevention of As- 
phyxial Death, Inc., 2 East 63 Street, New York 21, 
New York. 


PareEGoRIC has considerable expectorant action, particularly if the 
preparation has aged a year or more. 


Constant chest pain implies some pressure phenomenon and may be a 
symptom of expanding aortic aneurysm. 


ADDISON’S DISEASE and dehydration are the most consistent causes of 
low blood sodium levels. 


Cyanosis limited to the legs alone suggests hemochromatosis. 
—WiuM S. Reveno, M.D., 711 Medical Maxims, Charles C Thomas. 
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BY SIDNEY KREININ, M.D. 
Swedish Hospital, Brooklyn, New York 


Flying is not harmful to the vast majority of sick people. This form of travel may be contraindicated in patients 
having severe anemia, serious pulmonary disease, pneumothorax, cardiac decompensation, or severe coronary 
insufficiency. Stricture of the Eustachian tube predisposes to the development of ear trouble during flight, and 

upper respiratory infections may lead to otitis media or purulent sinusitis. 


As MAN ascends to higher altitudes his problem of The changes of greatest physiologic significance 


survival increases. Although an airplane can be __ involved in flight are: 

modified to resist the stresses of increased speed 1. Marked changes in barometric pressure 
and higher altitude, the human body cannot. Man, 2. Considerable variation in temperature 
as a flying creature, must overcome the handicaps 3. Movement at high speed 


imposed by nature on an organism designed for 
terrestrial life. 

It then becomes a medical decision as to whether 
any particular patient will be adversely affected by 
flying. There are two major considerations: (1) Will 
altitude and its resultant physiologic changes harm 
the patient? (2) Will it be better for the patient to 
seek other means of transportation? 

The vast experience gained in transporting pa- 
tients has been from military sources. Under these 
conditions patients are flown in ambulance planes, 
on litters, with nurses and aides in attendance. 
Plasma and blood are administered in flight. Oxy- 
gen and medication are available as needed. 

This situation does not exist on commercial 
planes. Nor do patients as severely ill as injured 
military personnel present themselves at the physi- 
cian’s office for advice as to their ability to with- 
stand air travel. Still, there are some medical condi- “To be © goed Gyer, you've get te 
tions that make flying hazardous. keep your ears open all the time.” 
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4. Changes dependent upon the mechanical 
characteristics of the plane itself. 

We are concerned here with only the first—the 
changes brought about by the character of the at- 
mosphere as we ascend—lower oxygen tension and 
lower atmospheric pressure. 


Diseases of Gastrointestinal Tract 


As one ascends, gas in the gastrointestinal tract 
expands. At 1,800 feet it is double the volume at sea 
level, and at 2,700 feet it is triple the amount. 

The stomach and the small and large intestines 
normally contain a variable amount of gas which is 
always maintained at a pressure approximately 
equivalent to that of the atmosphere surrounding 
the body. There is considerably more gas in the 
stomach and large intestine than in the small in- 
testine. The source of this gas is chiefly swallowed 
atmospheric air and, to a lesser extent, gas formed 
as a result of digestive processes. 

It is logical that flying should be interdicted for 
patients having lesions of the gastrointestinal tract 
that might perforate under the stress of rapidly 
expanding gas. This applies to patients with active 
peptic ulcer. Patients with quiescent ulcers may 
travel in pressurized aircraft. They should be given 
carminatives for flatulence, and hyoscine to prevent 
air sickness. 

Patients with diverticulosis should not fly. En- 
trapment of air in a diverticulum is quite painful, 
and perforation is possible. Duff, from experience 
gained from pressure chamber experiments, be- 
lieves that diaphragmatic hernia is another contra- 
indication. 

A patient with a colostomy would be well advised 
to stay on the ground, While there he may have per- 
fect control over the colostomy, but at higher alti- 
tudes expansion of intestinal gases may be attended 
by disagreeable and embarrassing results. 


Blood Diseases 


Severe anemia is characterized by a greatly re- 
duced oxygen capacity of the blood (anemic anoxia). 
If an anemic patient is taken to high altitude, 
anoxic anoxia is superimposed, and clinical signs of 
anoxia may appear. To prevent this complication, 
oxygen may be administered during flight, but it 
would be better for the patient to stay on the 
ground, 


Sullivan reported that sickle cell anemia may be 
aggravated by ascent to high altitudes. He observed 


the case of an 18-year-old colored male who devel- 
oped nausea and pain in the left upper quadrant of 
the abdomen while crossing the Rockies at 10,000 
to 16,000 feet. Examination revealed an enlarged 
spleen. The author concluded that intravascular 
sickling was precipitated by airplane flight. 


“Blowing out of the nose equal- 
izes pressure in the sinuses.” 


Diseases of the Lungs 


Patients with mild asthma may safely fly. How- 
ever, a patient who is subject to frequent attacks 
should not fly. Nor should any asthmatic fly during 
an acute attack. 

Pneumothorax is a definite contraindication to 
airplane travel. A refill for pneumothorax is cal- 
culated to produce the correct pressure on the lung. 
A bigger refill might do harm. Going up in an air- 
plane causes expansion of air in the pleural space 
and is just like getting a bigger refill. 

Flying is especially hazardous for those who have 
pneumothorax complicated by adhesions, as they 
may break, causing hemorrhage, or they may pull 
hard enough to rip the surface of the lung. Addi- 
tional air may then enter the pneumothorax and 
dangerously increase its size. A massive increase 
may seriously embarrass respiration and could 
cause death. 

If flight is absolutely necessary for a patient hav- 
ing artificial pneumothorax, there should have been 
a lapse of at least seventy-two hours since the last 
refill. Those patients who notice discomfort after 
pneumothorax refills and those who are short of 
breath on exertion will have more difficulty on fly- 
ing. Pollard reported on a patient with pneumo- 
thorax who was inadvertently placed on a flight. At 
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9,000 feet he began to complain of pain in the chest 
and suffocation. 

The pilot had ‘‘to dive down the side of the last 
mountain into the Sacramento valley” in time to 
save the patient. An attendant administered oxygen 
but was not prepared to decrease the pneumo- 
thorax. 

Patients who have recently hemorrhaged from the 
lungs should postpone any thought of flying be- 
cause of the danger of reopening the blood vessel. 
Pulmonary cavities are another hazard. They con- 
tain air which expands in flight. When air can es- 
cape from the cavity the danger is minimal. How- 
ever, if bronchial obstruction is present, air is 
trapped in the cavity and, in expanding, may tear 
the walls of the cavity or injure a blood vessel with 
subsequent serious bleeding. 

Roper and Waring listed contraindications for 
flying over 10,000 feet in tuberculosis patients as 
follows: (1) severe toxemia, (2) large cavities, (3) 
pneumothorax, (4) extensive loss of air-bearing 
lung tissue. 

They came to the conclusion that the eventual 
course of the disease is not so favorable among pa- 
tients who exceed 10,000 feet in nonpressurized 
planes as among those who are flown at levels below 
10,000 feet. 

Carson, who was closely associated with the 
transportation of patients during World War II, 
stated that patients having demonstrable cavitation 
or likelihood of hemorrhage were not accepted for 
air transport. On the basis of his experience he con- 
cluded that the altitude should not exceed 3,000 


“The flyer’s big problem is quick 
changes from sweating to shivering.” 


feet, and even at this altitude cyanosis and dyspnea 
were noted on occasion (disappearing after oxygen 
inhalation). 
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Cardiovascular Diseases 


In the opinion of some authorities, patients hav- 
ing cardiac decompensation or severe hypertension 
or a history of hypertension with complications 
should not fly. May, however, takes a more sanguine 
attitude. He believes that there is no valid objection 
to air travel for cardiac patients and that they 
readily adjust to low oxygen tension in the inhaled 
air. 

Still, the cardiac patient is already suffering from 
anoxia, and it is felt that the added load of anoxia olf 
altitude on an already impaired circulatory system 
may have harmful effects. The nervous tension asso- 
ciated with flying may further aggravate the cardiac 
condition. 

Patients having well-compensated valvular dis- 
ease or mild uncomplicated hypertension can fly 
without risk. 

Because of the increased demands on the circula- 
tion at altitude, persons with coronary heart disease 
would be unwise to fly for a considerable period 
after myocardial infarction. Otherwise, coronary 
heart disease should be handled as an individual 
problem. A person whose anginal attacks are easily 
induced or one with marked apprehension about 
flying should be advised not to fly. 

The altitude of flight makes some difference. 
Generally speaking, cardiac patients should not 
undertake flight at an altitude greater than 10,000 
feet. On the other hand, a patient able to travel by 
any conveyance can be flown safely at altitudes be- 
low 10,000 feet. With some types of cardiac disease 
and respiratory embarrassment, experienced at- 
tendants and oxygen equipment should be available. 
Heights from 14,000 to 20,000 feet without oxygen 
may induce congestive failure or angina pectoris in 
persons with heart disease. 


Diseases of the Nose and Sinuses 


The Eustachian tube drains the middle ear and 
ventilates it. Normally collapsed, this tube is opened 
by swallowing and by yawning. The ear is an air- 
filled, closed cavity with pressure equalization pos- 
sible only when the Eustachian tube is opened. 

Since aircraft flights involve changes in altitude, 
it follows that changes in atmospheric pressure take 
place. The rate and degree of these changes depend 
upon the rate and degree of ascent or descent. 

As one gains altitude, outside pressure drops, 
and air in the middle ear expands. This causes the 
ear drum to bulge but normally the pressure is re- 
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lieved by air escaping through the Eustachian tube 
to the throat. When this occurs there is a click in 
the ear. During ascent the balancing of pressures is 
automatic, but since the Eustachian tube is a flutter 
valve working in one direction only, this balancing 
does not occur during descent. Then high pressure 
forces the ear drum inward and, unless the air pres- 
sure in the middle ear is raised by opening the 
Eustachian tube (swallowing, chewing), the drum 
may rupture. 

An upper respiratory infection may cause inflam- 
mation and swelling in the Eustachian tube, pre- 
venting the passage of air. Under these conditions, 
descent will cause pain, deafness, and ruptured ear 
drum. 

Patients with acute upper respiratory infections, 
stricture of the Eustachian tube, acute sinusitis, or 
acute otitis should not fly. 

The sinuses present almost the same problem as 
the middle ear. These air-filled, membrane-lined 
cavities drain into the nose. Normally air passes into 
the sinuses readily in either direction. As the body 
ascends, the pressure of air within the sinuses be- 
comes relatively greater in respect to the decreas- 
ing pressure of the external air. Equilibrium is re- 
established when sufficient expanding air passes 


out of the sinus to restore an equal pressure be- 
tween the nose and the sinus. 

In descent there is a reversal of this process. 
The more compressed external air rushes into the 
sinus containing air at reduced atmospheric pres- 
sure. With it, it carries bacteria, pus, and secre- 
tions of the upper respiratory infection. The pa- 
tient then may develop an acute purulent sinusitis. 


Miscellaneous Conditions 


Patients with mental diseases are more subject 
to air sickness than normal patients. In addition, 
when they have disorders that might make them 
dangerous to themselves and other passengers, 
they should not fly. For obvious reasons also, fly- 
ing should be forbidden for patients having various 
types of infectious diseases. 

Infants tolerate air travel well and appear to be 
less susceptible to the early stages of oxygen lack. 
They are also less susceptible to air sickness than 
adults. However, once anoxia appears in an infant, 
the subsequent decline is more rapid, and counter 
measures must be instituted immediately. There is 
no reason that a woman should not fly during 
pregnancy, up to the last month. 


Avoidance of Injury to the Common Bile Duct 


In piscussiNG methods for prevention of surgical injury 
to the common bile duct, Pierce and Marnane enun- 
ciated the following principles: 

“There is a high incidence of congenital anomalies of 
the biliary system. 

“The surgeon should familiarize himself early in the 
operation with the exact location of the structures of 
the gastrohepatic ligament so that untoward bleeding 
from the cystic artery may be safely controlled, by pres- 
sure of the hepatic artery between the thumb and fore- 
finger, obviating the hasty, blind application of clamps. 

“A primary task of the surgeon is to demonstrate, 
anatomically, the cystic artery and duct before removal 
of the gall bladder is considered. 

“The angle between the cystic duct and the common 
duct should be well exposed. (This we believe to be of 
great importance.) 

“The cystic artery should be exposed to its entrance 
to the gall bladder and tied close to this point. 


“It is safer to tie the cystic duct before clamping, and 
the clamp should be in place distal to the well visualized 
tie. 

“One should beware of applying ties or clamps while 
traction is applied to the gall bladder. The duct system 
with lax peritoneal investments is the one that is easily 
knuckled. 

“In acute cases, if the landmarks are obliterated by 
marked edema, a cholecystostomy may be the operation 
of choice. Secondary removal of the gall bladder is a far 
less formidable procedure than repair of the injured 
ductal system. 

“There are no ‘easy’ cholecystectomies. A speedy 
operation may be a dangerous one. 

“It makes little difference which technic is used in a 
cholecystectomy so long as the surgeon can identify 
each duct structure and can assure himself that he will 
be master of any untoward bleeding that may occur.”— 
(New England J. Med., 248: 674, 1953.) 
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BY V. J. DERBES, M.D. 
Tulane University of Louisiana, New Orleans 


Attacks of asthma result from bronchospasm plus inflammatory or allergic edema of bronchiolar mucosa and 
submucosa. Prevention depends upon avoidance of the factors that initiate attacks and upon desensitization 
(extrinsic asthma) or eradication of infection (intrinsic asthma). Treatment of an attack entails use of 
bronchodilating agents and drugs that liquefy bronchial secretions. For severe attacks, hydration, 
aminophylline, oxygen, sedation, and antibiotics are important. 


BRONCHIAL asthma may be conveniently divided into 


two types: (1) extrinsic (noninfective) in which the 
offending substance—pollen, food, dust, dander 
drug, or therapeutic serum—enters the body from 
the outside world; and (2) intrinsic (infective) 
which has its genesis from stimuli arising from 
within the body, such as the asthma of periarteritis 
nodosa or chronic sinusitis. Although these two 
forms may usually be differentiated easily, about 
one-fifth of cases are mixed. At times patients will 
start with one form of the disease and later acquire 
the second type. It is of practical value to the physi- 
cian to recognize this dichotomy, for the progress 
and treatment of each type differ greatly. 

Extrinsic asthma usually makes its first appear- 
ance in childhood or young adulthood in persons 
with a strong familial incidence of allergic diathesis. 
Such patients may be the victims of other clinical 
allergic conditions, such as hay fever or atopic ec- 
zema; indeed, at times, atopic eczema precedes, or 
is replaced by, bronchial asthma. 

The offending antigen may be identified by skin 


testing, and elimination or desensitizing treatment 


based on such testing is successful in a large per- 
centage of instances. The extrinsic asthmatic pa- 
tient is greatly benefited by hospitalization, for in 
leaving his environment, he also leaves his allergies 
behind. Usually there is complete remission be- 
tween attacks and no irreversible organic changes 
occur. This form of the disease is seldom fatal and 
exerts only a mildly deleterious effect, if any, on 
longevity. 

Intrinsic asthma characteristically begins after the 
fortieth year, and in such cases positive reactions to 
skin tests are rare when properly performed. Un- 
less there is objective proof of complicating extrinsic 
factors, these allergens cannot be shown to exercise 
a causal relationship to paroxysms. Familial inci- 
dence of allergy in these patients does not exceed 
that of the general populace, and antecedent or 
simultaneous existence of other allergic manifesta- 
tions is uncommon. 

Many of these people have chronic infection of 
the respiratory tract, with cough an outstanding 
symptom. This worsens, and respiratory distress 
appears. At first, there are long periods of freedom 
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between attacks, which are related to the incidence 
of infections of the respiratory tract in the general 
populace. Hence, these attacks have their peaks 
between fall and spring. Later the periods of free- 
dom between attacks shorten, and the attacks them- 
selves lengthen until, ultimately, intractable asthma 
(status asthmaticus) supervenes. 

It is not unusual to observe red, inflamed, nasal 
mucous membranes in these persons, with pus 
draining from the sinus orifices. Hospitalization 
often benefits these patients but not so strikingly 
as in the former group. 

The great frequency of sensitivity to aspirin in 
these cases has led the English to classify asthma 
as to “aspirin sensitive” or not. Cohen pointed out 
that although the administration of this, or other, 
drugs may precipitate attacks, their elimination is 
not followed by complete relief. He noted that these 
patients have continuous allergic reactions, and 
therefore irreversible changes are not infrequent. 

Because this form of the disease is so poorly 
understood, the outlook for relief and prevention of 
future attacks is poor, and the prognosis as to life 
is grave. This type is especially apt to end fatally, 
and it has a profound effect on longevity. 


Pathologic Physiology 


Spasm of the smooth muscle of the bronchioles, 
and inflammation and edema of the bronchiolar 
mucosa and submucosa produce a periodic disturb- 
ance in breathing. Because the entire tubular pas- 
sages dilate on inspiration, air flows into the alveoli 
readily. The reverse is true on expiration, and this 
tendency to narrowing of the tubes results in stasis 
of air in the alveoli. There follows more complete 
removal of oxygen and increased accumulation of 
carbon dioxide in the alveolar air. The inevitable 
decrease in the oxygen and increase in the carbon 
dioxide tension gradients produce an accumulation 
of carbon dioxide in the blood, together with de- 
creased oxygenation of hemoglobin, i.e., anoxic 
anoxemia. These same factors cause acidosis, to- 
gether with a decrease in the alkaline reserve. 

Deficiency of oxygen and increase in carbon di- 
oxide and hydrogen concentration spur the respira- 
tory center as well as the carotid and aortic bodies, 
with a resultant tendency to dyspnea. In spite of 
respiration being stimulated, air flow is impaired, 
and distention of the alveoli follows. This prevents 
normal collapse of pulmonary tissue, which leads to 
stimulation of the Hering-Breuer reflex. This also 
stimulates respiration and causes further dyspnea. 


The derangement of air flow leads to a reduction 
of the vital capacity from about 4,000 cc. to approx- 
imately 1,500 to 2,000 cc. and a great increase in 
the residual air. If the circulating reduced hemo- 
globin exceeds 5 Gm. per 100 cc. of blood, cyanosis 
(which may be severe) results. 

The actual paroxysm of asthma may be induced 
by reflex phenomena caused by inhalation of cold 
moist air, or by dermal vasoconstrictor reflexes from 
contact with cold air, by psychogenic states, and 
the like. The local allergic phenomenon produces 
inflammation with capillary engorgement, increase 
in capillary permeability, and wheal formation. 
This, in turn, is accompanied by spasm of smooth 
muscle, presumably stimulated by blood-borne anti- 
gens, and an accumulation of mucus. 


Allergic Treatment 


Identification of Cause. The first step in the treat- 
ment of bronchial asthma is to determine the cause, 
if possible. In order to identify specific antigens re- 
sponsible for the production of attacks of bronchial 
asthma, skin or mucosal tests may be made. 

Scratch tests are usually performed on the arms 
or back; scratches are made with a scarifier which 
tears, rather than cuts, the skin superficially. These 
scratches are made in rows to correspond to the 
rows of antigens in the testing board. After applica- 
tion of the test material, sufficient time, usually ten 
to thirty minutes, is allowed to elapse for positive 
reactions to develop. A positive reaction resembles 
in all particulars the wheal and flare produced by a 
mosquito bite in susceptible persons. 

When tests are negative by the scratch method, 
they may be repeated by the endermal or intra- 
cutaneous technique. This latter variant is more 
sensitive, hence more dangerous, than the scratch 
test, and thus more dilute solutions should be em- 
ployed. Positive reactions are similar to those en- 
countered with the scratch technique. 

Avoidance of Cause. Avoidance of the excitant 
factor or factors, when possible, is the best method 
of treatment. If this is impossible or impractical, 
desensitizing injections may increase the patient’s 
tolerance to such a degree that he has few or no 
symptoms. If the extrinsic excitant cannot be avoid- 
ed and desensitization is impracticable, as is the 
case with chemical allergens encountered in factory 
dusts or fumes, resort must be had to appropriate 
drugs for whatever measure of relief may be ob- 
tained. 

Desensitization. Obviously, many inhalant aller- 
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gens cannot be avoided at all times. Better results, 
therefore, will be obtained usually if, in addition 
to avoidance, desensitizing injections are admin- 
istered. 

Perennial desensitization is to be employed in 
those patients in whom antigenic exposure occurs 
the year around, ¢.g., in individuals sensitive to 
house dust. Proper dosage must be determined for 
each person by allergic methods, but the frequency 
of injections may be generalized in the following 
manner. While the patient is having frequent acute 
attacks, he should have injections at least twice 
weekly, As soon as symptoms have been fairly well 
relieved, the frequency may be extended to once 
weekly or even once every ten to fourteen days. 

There are three methods of treating seasonal 
asthma: coseasonal, preseasonal, and perennial. 
During active pollination, the coseasonal method 
may be employed. Twenty Noon units are given 
subcutaneously, and if no relief is obtained, this 
dose is doubled the next day. In a similar manner, 
increments of 20 units are made daily until the 
patient is benefited or until 100 Noon units are 
given. In the event of improvement, which takes 
place in about one-third of instances, the last ad- 
ministered dose is repeated when symptoms return. 
Periods of remission thus induced last from three to 
seven days. 

In the preseasonal approach, an attempt is made 
to give 20,000 Noon units in one dose on or before 
the expected onset of pollination. This ordinarily 
requires a minimum of two or three months. Relief 
is afforded to approximately 60 per cent of patients 
treated in this manner. 

The perennial method, which follows employ- 
ment of the preseasonal method, consists of giving 
4,000 Noon units every two weeks throughout the 
year, increasing up to 20,000 units before the ex- 
pected onset of pollination. Such a procedure aids 
about 85 per cent of patients. Further details may 
be found in any of the standard textbooks on asthma. 

Bacterial Allergy. In the treatment of bacterial 
allergy the same basic principles, i.e., avoidance and 
desensitization, are employed. Avoidance of bac- 
terial effect involves removal of foci adjacent to the 
respiratory tract when such exist in the paranasal 
sinuses, adenoids, or tonsils. 

Tonsillectomy and adenoidectomy are of value 
in children and occasionally in adults with chroni- 
cally diseased tonsils and adenoids. The indications 
for removal in asthmatic persons are the same as in 
nonasthmatic individuals, namely, constant or re- 
current disease. If regrowth of lymphoid tissue fol- 
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lows removal, irradiation may help minimize attacks. 

If the sinuses are treated surgically, the pro- 
cedure must be thorough, ¢.¢., a Caldwell-Luc oper- 
ation on the maxillary sinuses, or exenteration of 
the ethmoid or sphenoidal air cells. In deciding 
whether or not surgical treatment of the sinuses is 
indicated, the physician should consider the se- 
verity of the asthma, evidences of sinus infection, 
and the presence or absence of exogenous allergens. 

Operation should be deferred until the sensitivi- 
ties have been controlled as far as possible. The 
argument as to the relative value of stock and auto- 
genous vaccines remains unsettled; it is my belief 
that a mixture of both should be used in a given 
individual. The customary initial dose is 0.1 cc. 
of a vaccine containing 500 million organisms per 
cubic centimeter. The dose is increased by incre- 
ments of 0.1 cc. until 0.9 cc. is reached. Then 0.1 
ce. of a concentration of 5 billion organisms per 
cubic centimeter is given, and this is carried up to 
a total dose of 2 cc. by increments of 0.05 cc. The 
doses are given at weekly intervals. If treatment is 
interrupted and two weeks elapse between injec- 
tions, the last previous dose is repeated; if three 
weeks elapse, the next to last previous dose is 
given; and so on down for increasing intervals of 
elapsed time. 

About 40 per cent of patients suffering from bac- 
terial asthma are benefited by vaccine therapy in 
association with appropriate surgical treatment. 
The duration of desensitizing therapy after relief 
of symptoms varies with the individual and the 
completeness with which he can avoid the allergenic 
excitant. Treatment may be discontinued as soon 
as relief is obtained, although it is best to extend 
the intervals between injections gradually to once 
or twice each month and to continue with this for 
many months. 


Drug Therapy 


Many drugs have been tried in the treatment of 
bronchial asthma, but only those which tend to re- 
store normal physiologic relationships will be dis- 
cussed. It will be recalled that the pathologic- 
physiologic picture in bronchial asthma is one of 
bronchiolar spasm, edema of the mucous membrane 
of the respiratory tract, and tenacious sputum in 
the involved bronchioles. 

Drugs which act on the autonomic nervous sys- 
tem are among the most reliable and widely used. 
Phenylamine compounds, epinephrine, ephedrine, 
and their analogues, stimulate the sympathetic nerv- 
ous system to greater activity. Atropine and bella- 
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donna counteract overactivity in the parasympa- 
thetics. Lobelia likewise counteracts parasympa- 
thetic overactivity but has a disadvantage of occa- 
sionally causing abdominal upsets. Stramonium is 
the old standby in asthmatic powders. Atropine 
usually gives little relief but, when used with epi- 
nephrine, sometimes enhances activity of the latter. 

Among those compounds with a basic carbon 
skeleton similar to that of epinephrine, those with 
hydroxyl ions replacing hydrogen, especially in the 
benzene ring, act with increased intensity and exert 
a strong pressor action of short duration, whereas 
those with a methyl radical in the alpha carbon 
position are more stable, less intense but more pro- 
longed in their action, and cause less increase in 
blood pressure. Examples of the former are epi- 
nephrine and synephrine tartrate (Sympathol). In 
the latter group are ephedrine, Propadrine, and 
amphetamine (Benzedrine). Those most widely used 
in asthma are epinephrine, ephedrine, and Pro- 
padrine. 

Epinephrine acts directly on the sympathetic nerv- 
ous system. It is destroyed rather rapidly in the 
body by aminoxidase. Ephedrine and related com- 
pounds appear not to act directly on the sympa- 
thetic system. Instead, they combine with aminoxi- 
dase preventing the latter from destroying epineph- 
rine normally present in the body, thereby poten- 
tiating epinephrine activity. This may explain why 
injections of 0.3 cc. of equal parts of 1:1,000 solu- 
tion of epinephrine and 3 per cent aqueous solution 
of ephedrine appear to be slightly more effective 
than injections of 0.3 cc. of 1:1,000 epinephrine 
alone. 

Epinephrine may be inhaled in 1 per cent solution 
with a special nebulizer. An ordinary atomizer 
sprays large droplets against the pharyngeal wall, 
but in an especially constructed nebulizer the large 
droplets strike against curved surfaces and are re- 
tained in the apparatus, whereas minute droplets, 
small enough to negotiate the curves in the current 
of air, emerge. With the patient inhaling at the 
same time that the bulb is squeezed, these droplets 
are carried into the bronchial tree. 

Many nebulizers are ineffective, because they do 
not deliver a sufficient cloud of minute droplets. 
One of the more satisfactory ones is the Vapo- 
nefrin spray. The physician should check the 
nebulizer by observing the cloud by tangential light 
against a dark background. The number of squeezes 
of the nebulizer bulb needed to deliver an adequate 
dose must be determined for each patient. Usually 
about eight squeezes suffice. 


The frequency of spraying varies as with hypo- 

dermic medication. There have been occasional re- 
ports of ulceration in the pharynx or larynx, pre- 
sumably due to ischemia from the local vasocon- 
strictive action of epinephrine, but considering the 
widespread use of nebulizers, especially proprietary 
ones, this must be unusual. It has been found useful 
to advise patients who use such nebulizers to take 
an occasional sip of glycerine because of its pro- 
tective action on the pharynx. 

Hypodermic injections of 0.3 to 0.5 cc. of 1:1,000 
dilution usually give relief for two to four hours, 
although in severe cases they may be given as often 
as every twenty to thirty minutes, and occasionally 
the size of the dose must be increased. Suspension 
of epinephrine 1 :500 in oil has the advantage of pro- 
longed action, sometimes up to eight or nine hours. 
It should be given intramuscularly, using a thor- 
oughly dry syringe and needle. 

It is, at present, considered likely that epineph- 
rine exerts an immediate action upon the bron- 
chioles and a more delayed one through the corti- 
sone and other steroids engendered in consequence 
of the stimulation of the anterior pituitary via the 
hypothalamus. 

Ephedrine (customary dosage 25 to 50 mg.) has 
the advantages over epinephrine of being able to 
be given by mouth and of being effective over a 
longer period, but it is less potent. Both drugs in 
adequate dosage sometimes cause unpleasant nerv- 
ous reactions and tachycardia. Ephedrine may be 
considered as the vegetable counterpart of animal 
epinephrine and as resembling it in its action. 

There are over two hundred compounds, chiefly 
synthetic, with the same basic chemical skeleton, 
one or more of which eventually may be found to 
possess all of the advantages and none of the dis- 
advantages of these two basic substances. Up to now 
the ideal substitute has not been discovered. 

Propadrine, an ephedrine analogue, is almost as 
effective as ephedrine in the same dosage, causes 
little or no increase in blood pressure and usually 
no unpleasant side effects. Either may be given in 
single or double doses about every three to four 
hours. 

Neo-Synephrine relaxes bronchial musculature but 
must be given in much larger doses than ephedrine 
and has found its chief use as a local application in 
the nasal mucosa. Paredrine likewise is used chiefly 
for shrinkage of the nasal mucosa. Benzedrine is 
too active as a stimulant of the central nervous sys- 
tem for use in asthma. 

The pharmacology of aminophylline (theophylline 
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ethylenediamine), as regards the autonomic nerv- 
ous system, has not been determined adequately, 
but this drug is a vasodilator, and it has been ob- 
served that the xanthine compounds are as effective 
as epinephrine in counteracting bronchial spasm in 
experimental anaphylaxis. This may explain the 
beneficial effect of aminophylline in asthma. 

Aminophylline has come into wide use in recent 
years for both hay fever and asthma. In doses of 
0.1 Gm. by mouth it definitely potentiates ephedrine 
and propadrine. Capsules or tablets containing 
aminophylline and ephedrine or propadrine are 
available as proprietary remedies. Aminophylline, 
like ephedrine and especially caffeine, is a rather 
strong stimulant of the central nervous system, 
often causing jitters and wakefulness. For this rea- 
son one of the barbiturates often is incorporated in 
the preparation. Some persons cannot take this 
drug because of gastric distress. 

Aminophylline may be given intravenously in 
doses of 0.5 Gm. or in half this dose. It must be 
given slowly to prevent severe precordial pain, head- 
ache, or nausea and vomiting. Extravasation is pain- 
ful and must be avoided. Special ampuls are avail- 
able for intragluteal administration (0.5 Gm.). The 
patient should be warned that the area may be 
sharply painful for an hour or two after injection. 
By mouth it may be given in dosage from 0.1 to 0.3 
Gm. at from three to six hour intervals. The larger, 
more frequent dose usually results in jitters but 
may be necessary for relief of severe attacks. It 
may also be given by rectum in doses up to 0.5 
Gm. in physiologic saline or water. 

Antthistaminic Preparations. In 1910 Dale and 
Laidlaw demonstrated that the anaphylactic symp- 
toms caused by producing shock in a sensitized 
animal are, to a large extent, those of histamine 
poisoning. Since that time much evidence has ac- 
cumulated tending to prove that histamine is im- 
portant in clinical allergic states, such as hay fever, 
urticaria and, probably to a lesser extent, bronchial 
asthma. Histamine antagonists have been devised 
following the report in 1933 of Fourneau and Bovet 
that phenolic ethers have the property of inhibiting 
or counteracting histamine. 

The first antihistaminic preparation to be avail- 
able commercially in this country was diphenhy- 
dramine hydrochloride (Benadryl). It helps in ap- 
proximately 40 per cent of cases of asthma. It is 
associated with frequent side actions, notably 
drowsiness, lassitude, vertigo, nausea, mental inco- 
ordination, and photophobia. The dosage is 50 to 
100 mg., repeated in two to four hours. 
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Diphenhydramine seems to act synergistically 
with aminophylline, which counteracts to a certain 
extent the central depressant action of the former. 
Such a combination consisting of 25 mg. of diphen- 
hydramine with 100 mg. of aminophylline (Hy- 
dryllin) is especially beneficial in the milder attacks 
of asthma. Tripelennamine hydrochloride (Pyri- 
benzamine) is similar in action to diphenhydramine 
but has fewer undesirable side effects. 

Potassium iodide, which facilitates the raising of 
mucus, is an old standby often of great value in 
asthma. Iodides, widely used in proprietary reme- 
dies, are said to be effective bronchodilators. This 
question merits more study but may provide a bet- 
ter explanation of the beneficial effects than the 
usual one of increased secretion of mucus. The 
dosage of potassium iodide in saturated solution 
may be varied greatly, although usually 15 to 20 
drops three or four times daily suffices. Potassium 
iodide should not be administered intravenously. 

Some persons react to iodides with urticaria, 
angioneurotic edema, or other allergic symptoms. 
One who is sensitive to iodides usually reacts to 
small doses with pain at the angle of the jaw in the 
parotid region. If sodium iodide is to be given intra- 
venously, it is important to make this relatively 
simple test beforehand by giving a few drops of a 
saturated solution by mouth. 

There is difference of opinion among clinicians 
as to the value of intravenous injections of sodium 
iodide. Some claim that it is more effective than 
iodides by mouth, although this is rather hard to 
understand, considering its ready absorbability, un- 
less some change occurs during passage through 
the liver. The intravenous administration of 1 Gm. 
of sodium iodide is justified, if the oral administra- 
tion is ineffective. 

Experience with iodized oil intratracheally has not 
been startlingly good, although here again occa- 
sional patients respond well. Criep has listed the 
dangers associated with this method, which vary 
from mild gastric upsets to pneumonia and fatal 
anaphylactic shock. Usually there is no reaction 
when iodized oil is properly given intratracheally, 
and most reactions, when they do occur, are mild. 
Although it may have some more basic, as yet not 
clearly defined, action, the application of iodized oil 
may be considered as comparable to the application 
of a protective ointment on inflamed skin, together 
with the effect of the iodide as just discussed. 
There is no reason to anticipate that a few such 
local applications will be of permanent curative 
value. 


. 
= 


Expectorants are of great value in bronchial asth- 
ma, and the two best are syrup of ipecac and apo- 
morphine. Syrup of ipecac is particularly useful in 
infants and young children in subemetic doses. Ex- 
tremely gratifying results are obtained with this 
agent in instances of so-called asthmatic bronchitis. 

Apomorphine in small doses has an expectorant 
action like the iodides and may be incorporated 
into cough mixtures (¢.g., together with potassium 
iodide in syrup of ephedrine sulfate) in doses of 
0.5 to 1 mg. It may also be combined with codeine 
and epinephrine. Here 1 mg. of apomorphine and 
30 mg. of codeine phosphate are dissolved in 1 ce. 
of 1:1,000 solution of epinephrine hydrochloride ; a 
dose of 0.3 cc. is given hypodermically. If there is 
no relief at the end of twenty minutes, the same dose 
is repeated and again at the end of another twenty 
minutes if necessary. 


Other Measures 


Breathing Exercises. With low-grade persistent 
asthma, the breathing exercises devised by Living- 
stone and simplified by Barach are helpful. Breath- 
ing out against resistance, as by pursing the lips 
during expiration or blowing water through glass 
tubes from one bottle to another, increases the 
backward pressure, minimizing the tendency of the 
smaller bronchi to collapse from the positive pres- 
sure of labored expiration. Exhalation through 
pursed lips may be done two or three minutes at a 
time, many times each day. Simultaneous pressure 
with the hands around the lower rib margins relaxes 
the diaphragm somewhat, facilitating diaphragmatic 
respiration. 

Since expiration is largely passive, the emphysema 
belt of Alexander and Kountz which facilitates the 
return of the diaphragm into the thorax, often is 
helpful. The Livingstone exercise may be made 
more pleasant for the patient, if not for his family, 
by the use of a wind instrument such as the 
clarinet. 

Surgery. Although nasal surgical operations no 
longer are directed against a hypothetical asthma- 
genic area in the nasal mucosa, infected sinuses 
should be treated locally, if the asthma has not 
responded to allergic treatment. Allergic treatment 
should be tried first, since this may be effective even 
in the presence of sinus infection, and because 
sinus operations without allergic treatment may be 
ineffective. Polyps should be removed surgically. 
Small ones might disappear under proper avoid- 
ance and desensitization, but usually they do not. 


Proper treatment of the sinuses will be regulated by 
the same principles which would apply in sinus in- 
fection of nonallergic persons. Relief after sinus 
operations usually lasts only a few months. 

Operations on the vagus and sympathetic system 
are still in the experimental stage, enthusiastic re- 
ports having been made, as a rule, only by the in- 
vestigators who first proposed the procedures. 
There is contradiction among surgeons, some recom- 
mending operation on the sympathetic system, 
others on the parasympathetics. Almost any oper- 
ation, even appendectomy, may be followed by a 
remission. It seems unwise at present to attempt to 
correct an altered physiologic function by organic 
mutilation. 


Treatment of the Acute Attack 


The 1:100 solution of epinephrine spray will 
often abort an attack, if employed as soon as pre- 
monitory symptoms appear. Since there are prac- 
tically no side effects, the spray may be used at will. 
However, if it is utilized often, sipping glycerine 
will prevent excessive dryness of the throat. 

If symptoms persist and intensify, 0.2 to 0.5 ce. 
of 1:1,000 solution of epinephrine may be injected 
subcutaneously. The oral administration of 1 cc. 
of a saturated solution of potassium iodide three 
times daily will help the present attack and mini- 
mize the frequency of subsequent ones. Diphen- 
hydramine and aminophylline tablets (Hydryllin) 
are also helpful at this time. Phenobarbital in doses 
of 0.05 to 0.1 Gm. may be used as a supplement. 

If the paroxysm is of moderate severity, epineph- 
rine in oil (1 cc. of the 1:500 strength) should be 
given intramuscularly. At times the slow intra- 
venous administration of 0.24 to 0.48 Gm. of ami- 
nophylline may give more satisfactory results. 
Above all the patient should be reassured that the at- 
tack will be controlled. 

Status Asthmaticus. The treatment of status asth- 
maticus taxes the skill and patience of all physicians, 
especially if the patient is epinephrine-fast, and 
rigorous methods of treatment must be employed. 
It is fortunate that this distressing form of the 
disease develops in only a small percentage of 
asthmatic patients. Since epinephrine may relieve 
spasm and edema in the bronchial tree but exerts 
no remarkable effect on the tenacious exudate, pa- 
tients in status asthmaticus are usually refractory 
to epinephrine. 

These patients should always be hospitalized, 
preferably in an air-conditioned room or one hav- 
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ing an air filter. The mattress and pillows should be 
encased in dust-proof coverings or better still 
should be composed of sponge rubber. It is best to 
exclude visitors. 

These patients are frequently unable to eat or 
even swallow liquids except with difficulty. It has 
been estimated that, unless replaced, there would 
be a net loss of about 2,000 cc. of water in twenty- 
four hours by normal persons. It is easily under- 
stood, therefore, how patients in status asthmaticus 
become dehydrated, and why atropine sulfate or 
any procedure, which might inspissate the secre- 
tion of the membranes, is contraindicated in the 
care of these persons. One thousand cubic centi- 
meters of 5 per cent solution of glucose should be 
given intravenously twice daily by slow drip. To 
this may be added aminophylline (0.25 to 1.0 Gm.). 

The anoxic anoxemia usually can be relieved by 
the administration of oxygen. Barach has demon- 
strated the increased efficiency of helium-oxygen 
mixtures. The velocity with which gases pass 
through small apertures is proportionate to the 
square root of their densities. A mixture of 80 per 
cent nitrogen and 20 per cent oxygen has a density 
three times greater than that of helium and oxygen; 
therefore, the latter mixture diffuses twice as quick- 
ly requiring only half the force. Since the mean free 
path of the electrons of helium is longer than that 
of nitrogen, helium is less turbulent than nitrogen 
when moving through small apertures, Barach recom- 
mends that a mixture of 80 per cent helium and 
20 per cent oxygen be given under a pressure of 3 
to 5 cm. of water at a flow of 6 to 8 liters a minute. 

Following the recent suggestion of Brown we have 
been using ethyl alcohol intravenously in the treat- 
ment of status asthmaticus. The 5 per cent solution 
in glucose-saline is administered as an infusion by 
permitting 100 cc. to flow into the vein in the first 
ten minutes. Thereafter the rate of flow is reduced 
to 70 to 100 drops per minute. Bronchial relaxation 
and sedation are produced and the patient usually 
falls asleep within fifteen to twenty minutes. He 
dozes lightly, waking easily, over the next three 
hours during which the injection is given. 

Early in the study of anaphylaxis, Richet ob- 
served that shock could be prevented by general 
anesthesia at the time of reinjection of antigen. 
Ether, urethane, and avertin have been reported by 
some to be beneficial but are not widely used. Ether 
in oil by rectum, | to 3 ounces of ether to 3 or more 
ounces of olive oil as an adult dose (0.5 to 2 ounces 
for children), is an excellent relaxant, often giving 
remarkable temporary relief, and may be used with- 
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out hesitancy in severe asthma. Although paralde- 
hyde, in doses of 15 cc. in 120 cc. of olive oil for 
adults, may also be given rectally, it is more widely 
given orally in milk in the same amount. 

Barach is a staunch advocate of Demerol for its 
relaxant effect on the bronchial tubes and central 
nervous system when asthmatic victims become 
refractory to epinephrine and aminophylline. He 
suggests an initial injection of 50 mg. followed in 
one hour by an additional 50 mg. Succeeding injec- 
tions are given at six to eight hour intervals. 

Since morphine is employed so widely by non- 
allergists as a sedative in asthma, it may be discussed 
best at this point. The use of morphine and other 
narcotics, possibly with the occasional exception of 
codeine, is contraindicated in asthma. The more 
severe the attack, the stronger is the contraindica- 
tion. With a person struggling for oxygen, the de- 
pressant action of narcotics on the respiratory cen- 
ter may be fatal. Most deaths from intractable, ap- 
parently uncomplicated; asthma have followed nar- 
cotic administration. In experimental animals mor- 
phine causes some bronchospasm. If this is true in 
human beings, the pathologic condition character- 
istic of asthma is made worse. Most asthmatic per- 
sons have received injections of morphine for acute 
attacks. Those who recover state that it was bene- 
ficial. This may be true in mild cases of asthma be- 
cause of its sedative effect, but since epinephrine 
and aminophylline are much more effective, its use 
scarcely seems justifiable. 

If there is a concomitant infection of the upper 
respiratory tract, status asthmaticus may be con- 
tinued by a significant narrowing of the bronchial 
air space in strategic areas by purulent exudate. 
Leukocytosis, fever, and increase in the sedimenta- 
tion rate are indications of the presence of infection 
in lungs as elsewhere. 

By removal of the infectious element, the asthma 
may be made to subside even though the basic al- 
lergic state is unaffected. Wide spectrum antibiotics 
may be administered arbitrarily, or the sputum may 
be cultured and antibiotic sensitivity studies made. 
In any case, if the sputum brought up is purulent, 
antibiotic therapy is clearly indicated. 

Many instances of status asthmaticus refractory 
to the measures indicated above have been dramat- 
ically relieved by cortisone or ACTH. Cortisone 
may be administered in dosage of 100 to 200 mg. 
per day with progressively smaller amounts being 
used as benefit continues. In a similar fashion ACTH 
may be used in the form of the intramuscular gel 
with initial dose of 40 mg. every eight hours and 
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again with as rapid a reduction in the quantity of 
the hormone given as the clinical response permits. 
In all instances potassium should be given con- 
comitantly preferably in the form of the iodide in a 
dose of 10 to 15 gr. three times a day and the sodium 
intake should be reduced. The physician should be 
on the alert for the development of untoward side 
actions of ACTH and cortisone. 

Recent reports are appearing to suggest that 
cortisone and ACTH are capable of worsening 
various infectious diseases, such as those due to the 
tubercle bacillus, Streptococcus hemolyticus, poli- 
omyelitis virus, and Treponema pallidum. Refer- 
ence was made above to the fact that bronchial 
asthma is ordinarily classified into extrinsic and in- 
trinsic depending upon whether the exciting cause 
is external (such as dust, foods, pollens) or internal 
(bacteria); it would appear that cortisone and 
ACTH could be used with greater safety in the 
extrinsic type. Moreover, many of the cases of 
status asthmaticus develop in patients with intrinsic 
bronchial asthma. 

Where the use of antibiotics is most indicated in 
status asthmaticus, the use of cortisone and ACTH 
has the greatest theoretic dangers. Contrariwise, in 
those instances in which antibiotic therapy is least 
useful in status asthmaticus, cortisone and ACTH 
should be most effective and least dangerous. It is 
felt best at the present time to administer such anti- 
biotics as penicillin, aureomycin or terramycin to 
those asthmatic persons to whom cortisone and 
ACTH are administered. 


A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 


“Most of the emergencies arising within the abdomen 
are surgical in nature; a majority can be diagnosed at 
the bedside if enough time is taken to get an accurate 
history. 

“Observe the patient carefully and examine him 
thoroughly. Then correlate what you see, and what you 
feel with what you have been told. To examine super- 
ficially, to inspect carelessly and to prescribe hurriedly 
will save a few moments time, but this is indeed a sorry 
substitute for a correct diagnosis. We cannot expect to 


Medical Emergencies in General Practice 


SUGGESTED PROGRAM FOR TREATMENT OF THE ATTACK OF 
BRONCHIAL ASTHMA 


1. When the patient is seen for the first time during an attack ad- 
minister epinephrine subcutaneously. This will relieve the vast 
majority of patients. 


A. Prescribe a Vaponefrin or similar spray and give instruc- 
tions in its use. 
B. If cough is prominent write the following prescription (for 


adults): 
Apomorphine HCI 0.030 
Potassium iodide 15.0 


Syrup Ephedrine SO, 
(0.12/30 cc.) 
Sig. A teaspoonful as ded for cough or wheezing. 
C. In infants, especially if epinephrine fails, give syrup of 
ipecac. 
D. If no benefit is obtained give aminophylline. 


q. s. ad 120.00 


2. If the attack is not severe enough to justify injections, give one 
of the proprietary mixtures such as Tedral, Amesec, Amodrine, 
Franol, Quadronal. 


3. For recurrent attacks, especially in older people, give potassium 
iodide daily. If attacks tend to recur in early morning hours give 
enteric-coated Tedral on retiring. 


4. If in spite of above suggestions patient gets worse, hospitalize 
him. 


A. Give infusion of 2,000 cc. glucose 5 per cent with added 
aminophylline. 

B. Administer oxygen. 

C. Check sputum by smear, culture, and antibiotic sensitivity 
studies. Give appropriate antibiotic. If such facilities are not 
available give antibiotics if sputum is purulent or muco- 
purulent or if other signs of infection (fever, leukocytosis, 
etc.) are present. 

D. Discourage or forbid visitors. 

E. Finally give cortisone or ACTH, but cover with some wide 
spectrum antibiotic. 


treat correctly if we do not diagnose correctly, and just 
as it would be therapeutic murder to give additional 
insulin to a patient in hypoglycemic shock, it would 
likewise be deleterious surgically to explore the abdo- 
men of one with a coronary thrombosis or treat a per- 
forated viscus as a cardiac emergency. In the knowledge 
of the physician may be found the hope of life or the 
sting of death. A judicious decision is to be favored 
above riches or pearls of great price.”—Joun R. 


Benper, M.D., South. M. J., 46: 279, 1953. 
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Refractory Heart Failure 


Georgetown University School of Medicine, Washington, D.C. 


BY JOHN F. STAPLETON, M.D. AND W. PROCTOR HARVEY, M.D. 


Careful study of every case of “refractory” heart failure will reveal many that can be salvaged. 


Sometimes the problem is the simple misunderstanding on the patient's part about foods or medications that 
contain sodium. A mechanical defect such as mitral stenosis or constrictive pericarditis may need surgical 
correction. A surprising number of “refractory” cases have an electrolyte imbalance like hypochloremic alkalosis 


ConcestTIveE heart failure not responding to treat- 
ment is known as refractory heart failure. This re- 
fractoriness may be evident from the onset of de- 
compensation. More commonly, it develops later in 
the course of the illness after initial therapy had 
been successful. The change from compensation to 
decompensation is often insidious and may result 
from one or more causes. In some cases the ex- 
planation for refractory heart failure is simple, 
whereas in others the cause may be obscure and 
complex, requiring more extensive study. Occasion- 
ally the problem is solved only when a post-mortem 
examination reveals, for example, unsuspected pul- 
monary emboli or myocardial infarction. 
“Irreversible myocardial insufficiency” is one of 
several terms which have been used to describe 
the patient whose myocardium has been replaced 
by such extensive fibrous tissue that the remaining 
normal heart muscle is unable to carry out its 
function. Such a heart, sometimes described as a 
“fibrous bag,” responds poorly to any form of ther- 
apy. Coronary arteriosclerosis is the usual cause 


—corrected by withholding mercurials until all chloride stores are replenished by means of ammonium chloride. 


for this type of disease which represents a pure 
form of “irreversible myocardial insufficiency.” It 
is, therefore, an example of refractory heart failure 
in the true sense of the word. 

A surprising number of cases designated as “re- 
fractory” or “irreversible” failure are indeed not 
refractory and are reversible. Many patients today 
are placed in such a category without an adequate 
search for underlying complications, correction of 
which often results in renewed response to the 
standard cardiac regimen. 

Improvement in diagnostic and therapeutic 
methods has led to a gradually increased recog- 
nition of the various complications that may un- 
derlie heart failure. Although generous use of 
mercurial diuretics has been a definite advance in 
treatment of congestive failure, at the same time, 
this has introduced new complications (resulting 
from their use). These complications are respon- 
sible for development of “refractory” congestive 
failure in a significant number of patients who un- 
fortunately have been given a hopeless prognosis. 


GP « August, 1953 


57 


Table 1. Common causes of refractory failure. 


Malnutrition 
Hyperthyroidism 


Mistaken diagnosis 


Inadequate therapy 
Complications of therapy 
Myocardial! infarction 


Mechanical defects 
Myocarditis 
Tuberculous pericarditis 
Cor pulmonale 
Malignant hypertension 


Pulmonary infarction 
Rheumatic fever 
Bacterial endccarditis 


Anemia Chronic renal disease 


Arrhythmias 


In such instances a progressive downward course 
may terminate in death. Often, recognition of the 
role of mercurial diuresis in producing refractori- 
ness may lead to proper treatment and correction 
of the abnormality. Such management can be life- 
saving to the patient. This point deserves empha- 
sis and will be discussed in detail later. 

Some of the more common causes of refractory 
heart failure are outlined in Table 1. This listing is 
by no means complete but illustrates the variety of 
conditions that may underlie this syndrome. Some 
are truly refractory, others are “refractory” in 
quotes because they are amenable to proper 
treatment. 


In the first place, the diagnosis of heart failure 
must be confirmed. The symptoms and signs of 
congestive failure need not be dealt with in this 
section except to emphasize the importance of care- 
ful analysis of the patient. The examiner must ex- 
clude such entities as cirrhosis of the liver, chronic 
pulmonary disease, Pick’s disease, etc., for these 
diseases can resemble congestive heart failure and 
may be treated as such. It is obvious that symp- 
toms of extensive pulmonary fibrosis and emphy- 
sema would be refractory if treated as congestive 
failure. 


Inadequate Therapy 


Having established the diagnosis of heart fail- 
ure, attention now can be turned to treatment. 
The patient’s reliability in carrying out the phy- 
sician’s instructions properly must be checked, 
particularly with reference to salt restriction, rest, 
and digitalis. 

Salt Restriction. Exacerbations of failure and re- 
accumulation of edema are commonly traced to in- 
creased sodium intake. This is both an experimental 
and a clinical observation. A frequent cause of a 
patient’s unresponsiveness to therapy is his poor 
understanding of what constitutes a low salt diet. 


A careful explanation by the doctor or dietitian 
about salt content of food and beverages is very 
important. 

Printed instructions or diet lists should be fur- 
nished. In some communities a pamphlet is avail- 
able from the local heart association containing 
low-salt diet information, as well as useful recipes 
which make the diet of the cardiac more palatable. 

A patient should be advised to purchase bath- 
room scales and weigh daily. In this way he be- 
comes quickly aware of fluid retention when his 
sodium intake is excessive. If the edema does not 
subside with careful salt restriction, he can seek 
help earlier from his physician. 

Occasionally one sees a patient who has been 
told to eliminate salt from his diet and has done 
so, strictly, but does not understand that he should 
not take bicarbonate of soda or other sodium-con- 
taining medications for upset stomach or the like. 
We had the opportunity to see a man who followed 
his diet carefully but continued to have constant 
cardiac decompensation. He was able, in spite of 
his disease, to continue a part-time desk job at a 
plant. When the importance of avoiding salt or 
sodium in any form was explained, he remembered 
his habit of following instructions written above 
the drinking fountains in his plant calling attention 
to bottles of salt tablets which were recommended 
when drinking the water in hot weather. His state 
of compensation immediately improved when he 
disregarded the sign on the fountain and drank his 
water “‘straight.” 

Education of the patient in this manner is often 
as effective as any form of medication and may 
convert “intractable” heart failure into a state of 
stable compensation. Patients themselves often be- 
come aware of this clearcut relationship and at 
times will inform the physician in advance that he 
is going to find congestion of the lungs and edema 
because they have been “cheating” on their salt 
intake and have noticed increasing symptoms. 

Rest. The role of rest has undergone much criti- 
cal analysis in recent years. Emphasis has been 
placed on the concept that a cardiac patient is not 
always the invalid he was thought to be in years 
past and, indeed, often can lead a relatively normal 
existence even after congestive failure has appeared. 
Moreover, during the period of decompensation, 
the cardiac patient is no longer strictly bedridden 
but is encouraged to be up in a comfortable chair 
as much of the day as he wishes. In fact, cases have 
been described in which the simple expedient of 
lifting the patient out of bed into a large comfort- 
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able, padded chair has appeared to interrupt a pro- 
gressively downward course of severe congestive 
failure. The same favorable response has followed 
the use of bed blocks under the head of the bed. 

On the other hand, patients who are well com- 
pensated on a judicious schedule of therapy quick- 
ly develop signs and symptoms of heart failure fol- 
lowing excessive or prolonged physical activity. 
Compensation can be restored to these patients 
by rest. However, if the patient persists in activity 
beyond his capacity, he will remain in unsatis- 
factory compensation in spite of all other methods 
being carefully employed. Thus, it is clear that 
there is need for adequate rest in any patient hav- 
ing heart failure. The use of “armchair” therapy is 
a means of providing more adequate physiologic 
rest and does not imply less need for rest. 

Digitalis. The state of digitalization in refractory 
patients warrants re-evaluation. Occasionally what 
seemed an adequate maintenance dose when the 
patient was at rest in the hospital, fails to control 
the ventricular rate when he attempts any signifi- 
cant amount of activity. This is especially true in 
auricular fibrillation. Therefore, it is well to check 
the apicai rate when the patient is up and around 
in the hospital prior to discharge. 

Although a patient has received an amount of 
digitalis usually considered adequate for digitali- 
zation, he may benefit from additional dosage if 
failure or tachycardia persist. This supplemental 
dose may be a temporary requirement or, less 
commonly, it may represent actual need for a larg- 
er maintenance dose in the future. The factor of 
poor absorption in such patients can be deter- 
mined by trial on another digitalis preparation. We 
have seen patients poorly controlled on two or 
three times the normal amount of purified digitalis, 
such as digitoxin, who are readily controlled by 
0.1 Gm. of digitalis leaf daily. The reverse situa- 
tion—purified preparation being effective when 
the whole leaf was ineffective—has also been ob- 
served. 

When auricular fibrillation is present, one can 
conveniently follow the ventricular rate as a guide, 
e.g., if the ventricular rate is 120 to 130, digitalis 
may be increased until slowing to 70 to 80 is ob- 
tained. Failure to obtain such slowing in the fibril- 
lator should lead one to suspect infection, thy- 
rotoxicosis, fever, or myocarditis. Effective slowing 
will only be accomplished in these conditions by 
correction of the underlying abnormality. 

The average patient is best maintained on the 
same digitalis preparation rather than trying several 
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types. Poorly controlled decompensation is some- 
times traced to the administration of digitalis leaf, 
Digoxin, digitoxin, etc., in various amounts and 
combinations in the same patient. 

The use of pure preparations, such as digitoxin, 
has been popularized, particularly in the past 
decade. The daily maintenance dose of digitoxin 
was originally presented to the medical profession 
as being 0.1 or 0.2 mg. As years have passed, it has 
become apparent that the 0.1 mg. dose was often 
too little and 0.2 mg. was often too much, so that 
patients were either under- or overdigitalized and, 
as a result, remained in congestive failure. The 
average patient on digitoxin usually requires 0.15 
mg. daily. 

Mechanical Removal of Fluid. Serous effusions 
are frequently resistant to diuretic therapy and 
sometimes can be removed only by paracentesis. 
Treatment may eliminate all elements of decom- 
pensation except, for example, hydrothorax. Dysp- 
nea and orthopnea can, in this way, persist until 
a thoracentesis causes dramatic improvement. Re- 
moval of even a few hundred cubic centimeters of 
pleural fluid often affords striking relief. 

Withdrawal of abdominal fluid is seldom as ef- 
fective unless followed by diuresis, although con- 
siderable relief of uncomfortable abdominal dis- 
tention may be accomplished by the removal of a 
large volume of fluid. The diuresis which some- 
times follows abdominal paracentesis suggests that 
mechanical relief of intra-abdominal pressure in 
some way has acted as a “trigger” in promoting 
diuresis, possibly by relieving local renal con- 
gestion. 


Complications of Therapy 


When a patient with refractory failure has been 
re-evaluated and therapy appears to have been ad- 
ministered adequately, then consideration must be 
given the possibility that a complication of therapy 
exists. These complications may arise even though 
the particular drug in question is being employed 
in an acceptable manner. 


MERCURIALS 


There is much individual variation in response 
to drugs, particularly to the commonly used mer- 
curial diuretic agents. Such factors as age, diet, 
concomitant illness, and even environmental tem- 


perature and humidity, influence susceptibility to 


mercurials, as well as other less understood and 
perhaps equally significant factors. 
Mercurial diuresis has led to a great variety of 


Table 2. Major differences of the electrolyte disturbances which may occur in refractory failure. 


Chloride Acidosis 


Low Salt Syndrome 


Hypochloremic Alkalosis 


Symptoms 


Anorexia, nausea, vomiting, weakness, apathy 
somnolence, mental aberration, coma 


Syndrome of progressive 
congestive heart failure 


Typical History Continuous administration, usually in 
full dosage, of ammonium chloride or 
cation exchange resin in a patient 


with renal disease. 


Repeated doses of mercurial with di- 
minished to absent response in a pa- 
tient whose salt intake is greatly re- 
stricted. Usually occurs in elderly pa- 
tients in hot weather. 


Frequent doses of mercurial with di- 
minished to absent response and little 
or no adjuvant chloride administra- 
tion. Mercurial often is given daily or 
q.o.d. and in full dosage. 


Concomitant 
Renal Disease 


Nearly always present 


Often present 


Uncommon 


cl High low 


Low low 


Normal or high 


Normal or slightly low 


Moderate to marked reduction 


Normal or slightly low 


High 


High 


Normal or slightly high 


Stopping source of chloride usually 
sufficient. 1/6 M. sodium lactate or 
sodium bicarbonate may be neces- 
sary. 


Stopping mercurial; administration of 
hypertonic saline (3 to 5 per cent). 


Stopping mercurial; administration of 
ammonium chloride or dilute hydro- 
chloric acid in full dosage. 


side effects including local reactions at the injection 
site, sudden death (presumably due to ventricular 
fibrillation following intravenous administration), 
acute urinary retention, mercury poisoning, sensi- 
tivity reactions, exacerbations of epilepsy and gout, 
thrombosis, and even tetany. The most serious of 
these, fortunately, are rare. 

The role of mercury in a patient having re- 
fractory heart failure has been less widely appreci- 
ated. Refractoriness sometimes results from the 
acid-base imbalance that mercury can induce. The 
two more commonly recognized electrolyte dis- 
turbances following mercurials are the low salt 
syndrome and the syndrome of hypochloremic al- 
kalosis (low chloride alkalosis). 

The diuretic action of mercury in therapeutic 
doses is not fully understood. Considerable evi- 
dence indicates that mercury suppresses tubular re- 
absorption of the chloride ion producing thereby, 
loss of chloride in the urine. The marked increase 
in urine chloride following mercurial administra- 
tion has been observed for many years. Accom- 
panying the chloride ion are large quantities of 
cation, mainly sodium. There is individual varia- 
tion in the electrolyte pattern excreted following 
mercurial diuresis. Some patients lose a large 
amount of chloride, others little. Some have a con- 
comitant loss of potassium, while others show little 
potassium loss. 


When large quantities of sodium chloride are lost 
(more than sodium chloride intake) serum sodium, 
chloride, and eventually CO. will fall, with result- 
ing acidosis and azotemia. This is the electrolyte 
pattern in the low salt syndrome. On the other 
hand, if chloride loss exceeds chloride intake and 
is out of proportion to sodium loss, the serum 
sodium may remain normal or near normal, while 
serum chloride falls and COs rises. This is the 
chemistry of hypochloremic alkalosis (Table 2). 

Low Salt Syndrome. This has been well described 
in recent medical literature. The clinical features 
are those of dehydration and azotemia, namely 
anorexia, nausea, vomiting, oliguria, apathy, and 
sometimes mental aberration. The appearance of 
this syndrome in the patient with heart failure is 
a serious complication. The mortality is high even 
with vigorous and judicious therapy. 

Treatment consists of intravenous sodium chlo- 
ride, given in hypertonic solution, e.g., 250 cc. of 
3 to 5 per cent sodium chloride given very slowly, 
intravenously. Isotonic saline is not indicated here, 
as the additional fluid required to supply the same 
quantity of salt given as hypertonic solution, may 
be deleterious to a person in heart failure. Hospital- 
ization for this type patient is definitely indicated. 

Hypochloremic Alkalosis. This syndrome is of great 
importance because it is still not generally appre- 
ciated and therefore is frequently overlooked. It is 
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reversible, so that recognition and treatment may be 

life-saving. When chloride excretion exceeds chlo- 
ride intake in a patient who remains in sodium bal- 
ance, hypochloremic alkalosis results. As in the low 
salt syndrome, mercurials no longer produce diure- 
sis. If chemical balance is not restored, the patient 
becomes progressively more water-logged and will 
die in severe heart failure. These cases have often 
been labeled “irremediable” or “irreversible” myo- 
cardial insufficiency. 

The clinical features tend to be more those of 
severe congestive heart failure than of dehydration 
and renal insufficiency as in the low salt syndrome, 
although there is overlapping of the symptomatology 
of these conditions. The differential diagnosis often 
rests on blood chemistry findings (Table 2). 

There is individual variability in the blood chlo- 
ride level at which patients become refractory to 
mercurials. Some fail to respond when the blood 
chloride is at a low normal value; elevation of a few 
milliequivalents per liter, through administration of 
ammonium chloride, apparently can make these 
patients responsive again. 

We observed one patient who had a massive 
diuresis following one mercurial injection, and her 
serum chloride value dropped 10 mEgq./L. She be- 
came refractory to the next injection, in spite of 
daily doses of 6 Gm. of ammonium chloride. Others 
show a drop of only a few milliequivalents per liter. 

These individual variations in response show why 
some patients quickly develop this syndrome, others 
slowly over a long period of time, and still others 
do not at all. It follows that any patient who is a 
“chloride loser” to an abnormal degree will require 
more chloride replacement, usually in the form of 
ammonium chloride, and more frequent checking 
of blood chemistry. 

Hypochloremic alkalosis responds to large doses 
of chloride given usually as ammonium chloride (6 
to 10 Gm. per day) but also as dilute hydrochloric 
acid (3 to 5 cc. in a glass of water, t.i.d.). When 
using hydrochloric acid, precautions should be used 
—drinking the diluted fluid through a glass straw, 
rinsing the mouth with water, and brushing the 
teeth afterward. After discharge from the hospital, 
one patient recently failed to observe these precau- 
tions and lost several fillings from her teeth. Mer- 
curials are stopped during this period until serum 
chloride levels indicate that chloride stores are re- 
plenished. At this point a mercurial will usually 
cause diuresis, with resultant improvement in con- 
gestive failure. The following case report illustrates 
the effectiveness of this plan of management. 
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Figure 1. A 42-year-old housewife with rheumatic heart disease, 
admitted in advanced heart failure. Mercurials caused no diure- 
sis, although previously effective. When hypochloremia was 
demonstrated, ammonium chloride, 8 Gm., and dilute HCl, 
15 cc., were given daily in individual doses. Mercurials were 
stopped until blood chloride of 105 mEq. indicated restoration 
of depleted body chlorides. Mercurials then invoked massive 


diureses. Patient experienced concomitant clinical improvement. 


A 42-year-old housewife was hospitalized for 
advanced congestive heart failure resulting from 
chronic rheumatic heart disease. Mercurials, al- 
though previously effective, had elicited no diuresis 
in recent months. Hypochloremic alkalosis, sus- 
pected from this history, was confirmed by the blood 
chloride of 85 mEg./L. and COs of 55 mEq./L. 

Mercurials were stopped; ammonium chloride, 8 
Gm., and dilute hydrochloric acid, 15 cc., were 
administered daily. On the sixth day of high chlo- 
ride intake, a subcutaneous mercurial injection was 
ineffective. On the following day an intravenous in- 


jection caused massive diuresis (Figure 1). The per- 


sistence of this diuresis for three days led to the 
suggestion that the previous subcutaneous depot 
may have been mobilized by the diuresis following in- 
travenous injection, and thereby furthered diuresis. 

The patient experienced much relief of symptoms, 
and after further mercurial-induced diuresis and 
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wwo abdominal paracenteses, was discharged, much 
improved, 

The practical importance of differentiating these 
electrolyte syndromes lies in the choice of therapy. 
Administration of an acidifying salt, such as ammo- 
nium chloride, in the presence of the low salt syn- 
drome, with its acidosis and azotemia, will have a 
deleterious effect. On the other hand one would not 
wish to give hypertonic saline to a patient in con- 
gestive heart failure, who has a normal serum so- 
dium, as is often the case in hypochloremic alkalosis. 


More important perhaps than treatment of these 


syndromes is their prevention. The dosage and fre- 
quency of administration of mercurials should be 
determined with electrolyte complications in mind. 
Intramuscular or subcutaneous doses higher than 
2 cc. are rarely indicated, and often 1 cc., even 0.5 
cc. evokes satisfactory diuresis, especially if pre- 
ceded by sufficient amount ofammonium chloride. 

Factors which are known to diminish response to 
mercurials should be eliminated as far as possible. 
Morphine and Demerol have been shown to dimin- 
ish the diuretic response to mercurials in some in- 
dividuals. Therefore, curtailment of these drugs, if 
feasible, is indicated during the injection period. 
Small doses of nicotine can also produce antidiure- 
sis. The practical importance of this observation 
may not be clear-cut but, as an added precaution, 
the patient might do well to stop smoking following 
a mercurial, 

The amount of diuresis after administration of a 
given dose of mercurial is greater in the resting 
than in the active patient. For this reason rest is 
indicated following an injection. Occasionally a poor 
response is traced to hypochloremia in a vomiting 
patient or in a patient whose ammonium chloride 
tablets passed through the intestinal tract unab- 
sorbed. With correction of these factors, if present, 
a small dose of mercurial will sometimes be as effec- 
tive as a previous larger one. 

Chloride Acidosis. Patients on a continuous ammo- 
nium chloride schedule may develop acidosis. In 
like manner prolonged administration of cation ex- 
change resin has caused elevation of serum chloride 
and acidosis. This more commonly occurs when 
some degree of underlying renal insufficiency is 
present. Acidosis may appear, whether or not mer- 
curials are given, but is more likely when ammo- 
nium chloride alone is being given. 

The clinical syndrome is characterized by the in- 
sidious onset of anorexia, nausea, vomiting, drowsi- 
ness, and apathy which can progress to mental 
aberration and coma. The resemblance to the low 


salt syndrome is evident (Table 2). The chloride and 
BUN (or NPN) are elevated, and COs is low. 
Stopping ammonium chloride is usually sufficient 
therapy, although sometimes administration of one- 
sixth molar sodium lactate or sodium bicarbonate is 
necessary. Intermittent rather than continuous am- 
monium chloride will usually prevent this syn- 
drome. Repeated blood chemistry determinations 
are indicated if renal disease is known to be present. 


DIGITALIS 

Occasionally evidence of digitalis excess appears 
in association with intractable heart failure. The 
various symptoms and signs of digitalis intoxication, 
often found in such a situation, are well known and 
easily recognized. There is usually no diagnostic 
problem when this is the case. 

Digitalis, in toxic doses, has been shown to 
produce myocardial degeneration and fibrosis in 
experimental animals. While intoxication of this 
advanced degree may not occur clinically, these 
experiments suggest that the severe intoxication 
which occasionally does appear in man probably is 
associated with impaired myocardial contractility. 
Such a concept is well in keeping with clinical 
observations of patients with digitalis intoxication. 
They may suffer advanced heart failure which im- 
proves when digitalis is stopped for a time and the 
maintenance dose is then readjusted. Unless this is 
done, decompensation will grow worse in spite of 
all therapy and, in this sense, is intractable heart 
failure. 

This is well exemplified by the case of a 60-year- 
old white woman having rheumatic mitral and aortic 
valve disease with severe congestive failure. Therapy 
prior to admission included Digoxin 0.5 mg. daily, 
a cation exchange resin, and 2 cc. of Mercuhydrin 
three times weekly. On this regimen her state of de- 
compensation grew steadily more severe. Anorexia, 
nausea, vomiting, and diarrhea developed. Blurred 
vision and occasional multicolored flashes were also 
noted, 

On admission to the hospital, the patient was 
found to be gravely ill with orthopnea, cyanosis. 
and massive edema, including pleural effusion. The 
apical rate was 48 and sufficiently regular so that 
the admission examiner thought she had regular 
sinus rhythm. Bigeminy was intermittently present. 

The admission impression of digitalis intoxica- 
tion was supported by the electrocardiogram (Figure 
2). Digoxin was accordingly discontinued. Other 
therapy, including Carbo-Resin and Mercuhydrin, 
was continued as before admission. Gradual im- 
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Figure 2. A 60-year-old white female with rheumatic heart disease, admitted in severe, intractable heart failure with digitalis intoxica- 
tion. Bigeminy and sagging RS-T segments with forward inversion of T waves, shown above, are typical digitalis effects. Note how 


slow, almost regular rhythm in lower strip could clinically resemble sinus bradycardia. Fibrillary waves, absent at this time, returned 


provement occurred, the lungs cleared, and appe- 
tite was restored. When Digoxin was administered 
again one week later in dosage of 0.5 mg. daily, 
anorexia and nausea reappeared. The Digoxin was 
stopped and restarted after a few days in a daily 
dose of 0.25 mg. On this amount the patient con- 
tinued to do well and was discharged in an im- 
proved state of compensation. 

The possibility of an electrolyte imbalance caus- 
ing this picture was ruled out by the fact that the 
blood chloride value on the second hospital day 
was normal, and by the response to a regimen essen- 
tially unchanged from her previous therapy, except 
for the discontinuance of digitalis. No adjuvant 
chlorides were given. 

Sometimes a patient is unaware that he is taking 
a digitalis preparation. Occasionally language difhi- 
culty makes it hard to obtain an accurate history 
as to what medication is being taken. A chart dis- 
playing the various digitalis tablets so that the pa- 
tients may identify their medication by sight has 
proved a useful and simple technique. The cause 
of “refractoriness” may be found by this procedure 
(Figure 3). 

The appearance of a regular ventricular rate in 
patients known to have auricular fibrillation some- 
times is a feature of digitalis intoxication. In such 
patients complete heart block may be identified 
electrocardiographically if the QRS complexes are 
carefully measured out. Often complete block with 
auricular fibrillation is not suspected on clinical 
grounds, for the ventricular rate is higher (e.g., 60 
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when digitalis was stopped. The QT interval, longer than that usually seen in digitalized patients, shortened with cessation of digitalis. 


to 70) than that ordinarily seen in complete heart 
block without auricular fibrillation (e.g., 30 to 40). 
Indeed, tachycardia may follow and may cause the 
clinician to consider increasing the digitalis dosage 
when it should be discontinued. Tachycardia of 
this sort is likely to be rapid and more regular 
than in the patient fibrillating at a rapid rate who 
merely needs digitalis. 

The question of too much or too little digitalis 
may arise when auricular fibrillation with rapid ven- 
tricular rate is present. The degree of irregularity 
has been a useful clinical guide in this regard. Gross 
irregularity suggests the need for more digitalis. 
When the rate is only slightly irregular, so as to 
simulate sinus tachycardia, digitalis intoxication is 
always a strong possibility (Figure 4). 

When the question of digitalis poisoning is raised, 
an electrocardiogram is indicated and can be of 
great value. A normal tracing makes the diagnosis 
of digitalis intoxication unlikely but does not rule 
it out. On the other hand deeply depressed U- 
shaped RS-T segments strongly suggest digitalis 
poisoning. Moreover the electrocardiogram pro- 
vides accurate data on the presence of heart block. 
Serial tracings may indicate increasing or decreas- 
ing grades of block, and are a useful means of fol- 
lowing the patient’s progress. 

It must be remembered that the characteristic 
digitalis RS-T segment deviation may subside slowly 
and therefore may lag behind clinical i improvement. 
Often a trial of digitalis is necessary in order to 
know whether digitalis is needed. In this instance 
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a rapidly acting preparation such as Cedilanid or 
Digoxin is preferable, due to more rapid excretion 
in case the patient has had too much. The digitalis 
should be given cautiously in divided doses. One 
will know quickly if digitalis is needed by observing 
a decrease in ventricular rate. 


QUINIDINE 


Quinidine, though a protoplasmic poison, has 
been widely employed with considerable benefit and 
a minimum of ill effect. It is not surprising, how- 
ever, that myocardial intoxication with resulting 
heart failure should occur in a certain number of 
cases, for quinidine has been shown experimentally 
to be capable of reducing the contractility of car- 
diac muscle. In rare instances, congestive failure 
due to quinidine intoxication is a definite clinical 
entity which improves on withdrawal of the drug. 
Fortunately quinidine produces other toxic effects 
which usually lead to discontinuing the drug be- 
fore the stage of impaired myocardial contractility 
is reached, 


Anemia 


Anemia does not cause significant alteration in 
circulatory dynamics until the hemoglobin is re- 
duced to about 50 per cent of the normal value. 
When this degree of anemia appears, various ad- 
justments take place to insure adequate oxygenation 
of body tissues. The heart increases its output to 
compensate for the reduced oxygen-carrying capac- 
ity of the blood, while the tissues remove a greater 
percentage of oxygen from the blood. The reduc- 
tion of cells makes the blood less viscous; the in- 
creased cardiac output is thereby facilitated and 
blood velocity enhanced with the resultant charac- 
teristic shortening of circulation time. A further 
development of interest from the cardiac standpoint, 
is the tendency of severely anemic individuals (with 
the notable exception of pernicious anemia) to re- 
tain salt and water. 

In order to augment its output, the heart must 
perform more work. A normal heart tolerates this 
additional burden readily. Occasionally, in severe 
and long-standing anemia, decompensation will oc- 
cur in the absence of heart disease. Such hearts at 
autopsy may exhibit myocardial degeneration which 
is attributable to severe chronic anemia. More com- 
monly, the appearance of congestive failure, in the 
anemic patient, denotes underlying heart disease; 
in like manner, the occurrence of angina pectoris 
usually indicates the presence of coronary arterio- 
sclerosis. 


Some patients, particularly elderly individuals, 
develop signs and symptoms simulating heart fail- 
ure (dyspnea, weakness, tachycardia, murmurs, 
basal rales, edema) which can be explained on the 
basis of anoxia, altered circulatory dynamics, and 
sodium retention rather than myocardial failure. 

Heart failure with concomitant anemia may not 
respond well to the usual cardiac regimen. When 
intractable decompensation occurs in these cases, 
the only effective therapy is treatment of the anemia. 
Such therapy often entails administration of whole 
blood. Transfusions, however, may exacerbate con- 
gestive failure, not only by increasing blood volume 
but by addition of significant quantities of salt (a 
pint of blood contains approximately 2.5 Gm. of 
salt). Blood must be given with great caution and 
patients should be closely observed for evidence of 
increasing failure during the transfusion. Adminis- 
tration of a mercurial prior to transfusion is often ef- 
ficacious in removing salt introduced in the blood. 

A useful technique for transfusing decompen- 
sated anemic patients consists in removal of plasma 
from whole blood by decanting, and administration 
of the packed red cells. This type of transfusion can 
be readily accomplished through an eighteen-gauge 
needle. Needed cells are given in this manner with- 
out unnecessary salt-containing plasma. When 
saline is used in starting the transfusion, precaution 
must be taken that the patient does not receive a 
significant amount of sodium. The following case 
illustrates the pertinence of this point: 

A 71-year-old man with chronic leukemia and 
concomitant chronic congestive failure from aortic 
stenosis and insufficiency was hospitalized for a 
blood transfusion. The fact that he had underlying 
heart disease with chronic decompensation was ap- 
preciated so he was given packed red cells. In spite 
of being on a salt-restricted diet, digitalis, and mer- 
curial injections, an important point was overlooked. 
He was given a bottle of saline along with the packed 
red cells. The saline was given, of course, to keep 
the needle open, but a small amount would have 
been sufficient rather than the whole bottle. Fortu- 
nately, a mercurial had been given the same day, 
and this was effective in promoting satisfactory 
diuresis and preventing thereby excessive retention 
of edema fluid due to saline administered. 


Hyperthyroidism 


Analysis of congestive heart failure should rou- 
tinely include evaluation of thyroid function, es- 
pecially when adequate therapy has invoked no im- 
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DIGITALIS 
0.1 Gm. (gr. jss) 
(DAVIES-ROSE) 


DIGITALIS 
0.1 Gm. 
(CARROLL DUNHAM 
SMITH) 


DIGITALIS 
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Figure 3. Charts displaying various digitalis preparations sometimes enable a pa- 
tient to identify his medication as digitalis when that fact was previously unknown. 


provement. In like manner, failure of digitalis to 
control the ventricular rate in a fibrillating heart, 
should arouse suspicion of increased thyroid activi- 
ty. The problem of masked hyperthyroidism has 
been well publicized, and as a result, undetected 
cases are relatively uncommon today. However, a 
recent survey of thyroid function, in a group of 
fribrillating patients, uncovered eight patients, out 
of fifty-five studied, with previously unsuspected 
hyperthyroidism. As is true in all phases of medi- 
cine, we find what we look for. 

The importance of a high index of suspicion is 
well illustrated by the occasional custom of Dr. Sam- 
uel Levine of admitting a hyperthyroid patient to 
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the hospital with a purposely erroneous diagnosis 
unrelated to the thyroid. The house staff, in such 
instances, have frequently overlooked the thyroid 
toxicity. Once the diagnosis is disclosed, notes have 
then appeared on the record describing for the first 
time, the “typical” picture of hyperthyroidism 
which the patient presents. 

When the symptoms of congestive heart failure 
predominate, the clinical features of hyperthyroid- 
ism may not be outstanding and may easily be over- 
looked. The examiner must, in this case, conscious- 
ly search for some of the less obvious features of 
hyperthyroidism. 

The bodily movements of the patient warrant in- 
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Figure 4. Digitalis in rapid auricular fibrillation. Upper strip depicts the grossly irregular 


ventricular rate often seen in the underdigitalized patient who is fibrillating rapidly. Lower 
strip illustrates the nearly regular ventricular rhythm which may occur with digitalis intoxica- 


spection. The hyperthyroid individual rarely lies 
perfectly still for any length of time. Although he 
may not be overtly overactive, he moves frequently 
and his movements are characteristically quick. An 
elderly patient who sits up with an alert, quick 
movement when the doctor wishes to examine his 
chest, is unusual and should arouse the examiner’s 
suspicion. An increased number of bowel movements 
can be a significant finding, particularly in older 
patients who tend to be constipated. 

Sometimes there is a change in the amount of bed 
clothing the patient requires. This may be as 
noticeable to the sleeping partner as to the patient. 
An interesting example of this point was observed 
in a woman whose hyperthyroidism was first con- 
sidered when she described arguments with her 
husband about the bed covers. She was uncom- 
fortably warm under what he considered to be a 
comfortable amount of covers. The domestic scene 
regained its serenity following her subtotal thy- 
roidectomy. 

The patient is frequently a nervous individual 
who exhibits a fine tremor of the outstretched hands. 
The hair may be prematurely grey, the skin warm, 
moist, and often of fine texture. The pulse is usually 
increased, with persisting elevation during sleep. A 
sleeping pulse should therefore be recorded in 
suspicious cases. 

A prominent first sound at the apex is character- 
istic. This finding can be helpful if other causes of a 
loud first sound (such as mitral stenosis, and short 
PR interval) are not present. Although tachycardia 


tion. Digitalis effect is now evident in the RS-T segments. Note the loss of fibrillary waves. 


may cause moderate increase in the intensity of the 
first sound, the accentuation in thyrotoxicosis is out 
of proportion to the tachycardia. This is consistent 
with the quick active beat that is readily seen on 
fluoroscopy. Systolic blood pressure usually rises, 
with widening of the pulse pressure. Circulation 
time is shortened, a finding which has great signifi- 
cance because congestive heart failure ordinarily 
causes prolongation. The electrocardiogram is not 
characteristic; the base line may display increased 
skeletal muscle tremor. 

The B.M.R. is not always a reliable index in 
masked hyperthyroidism, for moderate elevation 
may occur in congestive heart failure not related to 
thyrotoxicosis. An elevated B.M.R. is sometimes 
found in patients with aortic stenosis who do not 
have hyperthyroidism. However, the combination of 
the B.M.R. along with radioactive iodine uptake and 
serum protein bound iodine level (if available) usu- 
ally establishes the diagnosis. A therapeutic test 
with iodine solution may at times be used to evalu- 
ate a patient whose clinical and laboratory findings 
are equivocal. 


Myocarditis 


Until recently, the diagnosis “myocarditis” has 
served as a large “wastebasket” for a number of 
usually obscure, but often specific diseases of the 
myocardium. As diagnostic methods have im- 
proved and specific cardiac diseases have become 
more readily identified, this “wastebasket” has 
grown progressively smaller. What formerly was 
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classified as “myocarditis” we now know as specific 
entities involving the heart, such as beriberi, anemia, 
thyrotoxicosis, lupus, scleroderma, periarteritis, 
tuberculosis, glycogen disorder, diphtheria, etc. 
Treatment must necessarily be directed toward cor- 
rection of the underlying disease whenever prac- 
ticable. 

Inasmuch as the inflamed myocardium often re- 
sponds poorly to therapy, it is not surprising that 
intractable heart failure appears frequently in the 
course of severe myocarditis. Perhaps the most com- 
mon in clinical medicine is that which occurs in 
rheumatic fever. Refractory heart failure in the pa- 
tient with rheumatic heart disease always conveys 
the possibility of underlying active carditis. Similar- 
ly, the onset of heart failure not responding to treat- 
ment in bacterial endocarditis is often due to the 
underlying myocarditis that has been found to oc- 
cur so frequently in this disease. In both instances, 
therapy of decompensation is successful only if 
activity of the myocarditis can be arrested. Un- 
fortunately, this sometimes cannot be achieved. 

Myocarditis of sufficient severity to cause con- 
gestive heart failure has also been described follow- 
ing many infectious illnesses including even tonsil- 
itis, pharyngitis, bronchitis, etc. Again in most in- 
stances, therapy of the primary disease is the most 
important aspect of treatment. Heart failure, when 
present, may or may not respond to the usual car- 
diac therapy. 


Myocardial Infarction 


Myocardial infarction commonly exacerbates con- 
gestive failure which has been previously well con- 
trolled. In older patients the appearance of infarc- 
tion may be manifested by acute heart failure, some- 
times completely masking the chest pain. A signifi- 
cant number of elderly patients have no pain with 
acute coronary occlusion, even when an accurate 
history is obtainable. Painless infarction is some- 
times associated with slow heart rates as in com- 
plete block. Thus, when one sees an older patient 
with unexplained congestive heart failure, recent 
myocardial infarction must be considered. 

Careful repeated auscultation of the heart may 
disclose a transient pericardial friction rub. This 
finding strongly suggests fresh infarction. The ap- 
pearance of fever and leukocytosis is likewise sig- 
nificant, as is unexplained lowering of blood pres- 
sure. Fever may be overlooked in the dyspneic pa- 
tient unless rectal temperatures are obtained. We 
have seen numerous instances where the oral tem- 


GP « August, 1953 


perature is normal or subnormal and the rectal tem- 
perature reveals a fever. It is easily understood why 
a false temperature reading is recorded by mouth 
in a dyspneic patient. 

Since the combination of congestive failure and 
fresh myocardial infarction indicates a need for anti- 
coagulant therapy as well as a program of rest and 
graded inactivity, the identification of this under- 
lying reason for refractory heart failure has great 
practical usefulness in terms of therapy and prog- 
nosis. The importance of serial electrocardiograms 
in confirming the diagnosis need not be em- 
phasized here. 

The diagnosis of recent coronary occlusion as a 
precipitating factor in decompensated patients 
should not be a contraindication for the judicious 
use of digitalis, mercurials, and other methods used 
in the therapy of heart failure. Often, in spite of all 
measures, the patient continues his downward 
course to death. The prognosis is therefore grave 
when intractable failure is precipitated by myo- 
cardial infarction. Occasionally, at autopsy, the 
heart is found to be replaced by extensive fibrous 
tissue with little normal cardiac muscle remaining. 
Poor response to therapy in such cases is to be 


expected. 
Pulmonary Infarction 


Pulmonary infarction is well known to be a fre- 
quent complication of congestive heart failure. Au- 
topsy statistics indicate that many are not diag- 
nosed during life, often because changes induced 
have been so insidious as to escape even careful ob- 
servation. When a patient suffers repeated exacer- 
bations of congestive failure despite good manage- 
ment, he should always be investigated for pul- 
monary infarction. Sometimes the clinical picture 
is simply that of chronic failure that responds poor- 
ly to therapy. 

If unexplained tachycardia or fever occurs, par- 
ticularly in episodes, pulmonary infarction is al- 
ways a good possibility. A febrile bout associated 
with localized pulmonary findings is often termed 
pneumonitis. Recurrent “pneumonitis” is a com- 
mon clinical picture for multiple pulmonary emboli. 
Hemoptysis is additional strong evidence for pul- 
monary infarction. Needless to say, a careful search 
should be made of the lower extremities in such in- 
stances for thrombophlebitis. 

Occasionally the electrocardiogram is of value in 
diagnosis. It must be emphasized that the electro- 
cardiographic changes are often transient and will 
be missed unless serial tracings are obtained from 


the onset. The pattern often bears a close resem- 
blance to curves recorded during coronary insufh- 
ciency and even myocardial infarction. This simi- 
larity could be due, in part, to the myocardial 
ischemia which may complicate pulmonary em- 
bolism. It is characteristic following pulmonary in- 
farction for changes to regress rapidly, sometimes in 
a matter of hours (hence the importance of obtain- 
ing tracings as early as possible). This is in contrast 
to the ECG changes of myocardial infarction which 
regress more slowly and often persist indefinitely. 

Congestive heart failure is a prominent factor 
predisposing to pulmonary emboli. Indeed, con- 
gestive heart failure increases the likelihood of 
death from pulmonary emboli about five times, as 
compared to patients who do not have congestive 
heart failure. 

Identification of pulmonary infarction should 
raise the question of anticoagulant therapy or 
venous ligation depending upon the individual situ- 
ation. The frequency of pulmonary infarction in 
congestive failure has led to routine employment of 
anticoagulants prophylactically. The results of sev- 
eral studies indicate that the incidence of thrombo- 
embolic phenomena and mortality is significantly 
reduced in patients receiving anticoagulants. The 
practicability of this therapy awaits further evalua- 
tion. The use of anticoagulants in ambulatory pa- 
tients may be difficult and at times dangerous. On 
the other hand management of the bedridden pa- 
tient with heart failure, particularly in a hospital, 
may well include anticoagulants. 


Mechanical Defects 


The syndrome of congestive heart failure will re- 
sult from severe mechanical defects in the circula- 
tory system, even though the myocardial changes 
are secondary or reversible. Defects on a congenital, 
rheumatic, or luetic basis cause progression until a 
true refractory state is present. For example, chronic 
rheumatic heart disease with combined aortic and 
mitral disease and cardiomegaly is responsive to 
therapy for a number of years, but eventually thera- 
py is ineffective. This is the almost inevitable result 
of progressive strain and damage to the myocardium 
resulting from valvular disease. 

Some of these defects are surgically correctible, 
following which the patient may remain well com- 
pensated with little or no therapy. Mitral stenosis 
can be placed in this category. So-called “tight” 
mitral stenosis commonly causes severe incapacity 
in spite of adequate medical therapy. Surgical relief 


of the mitral obstruction often results in improved 
compensation and well-being of the patient. Other 
mechanical lesions, including constrictive peri- 
carditis, patent ductus arteriosus, coarctation of the 
aorta, arteriovenous fistula, pulmonary stenosis, 
etc., have been similarly benefited. 


Arrhythmias 


Rapid heart rates from any cause are poorly toler- 
ated by patients with heart disease. Tachycardia 
will induce failure in such a heart if allowed to per- 
sist long enough. Thus paroxysmal tachycardias, 
including auricular flutter or fibrillation, may pre- 
cipitate a recurrence of heart failure in a well-com- 
pensated patient. In most cases the diagnosis of 
these arrhythmias is readily made by clinical and/or 
electrocardiographic examination. Treatment then 
is usually clear-cut. 

The importance of digitalis in auricular flutter or 
fibrillation deserves emphasis. The A-V block in- 
duced by this drug serves to reduce the ventricular 
rate, even though the basic arrhythmia persists. 
This lowering of rate is the immediate objective of 
therapy in the patient with known heart disease and 
justifies administration of one of the rapidly acting 
digitalis preparations even though the patient is 
already on digitalis. Supraventricular tachycardias 
may require similar management should the usual 
methods prove ineffective. 

Paroxysmal auricular tachycardia with block is an 
entity which does not fit clearly into the category of 
auricular flutter or auricular tachycardia. Consider- 
able resistance to therapy is often encountered. 
Moreover the diagnosis may not be evident and, 
indeed, the clinical examination may not arouse 
suspicion of any arrhythmia. 

A 57-year-old white housewife illustrates well the 
problem of this unique arrhythmia. Mitral stenosis 
was present, but for some years she was maintained 
in a fairly comfortable state of compensation. Three 
months before admission more frequent injections 
of mercurials became necessary to control failure. A 
persistent low grade tachycardia was observed and, 
although electrocardiograms were not conclusive, 
the remarkable constancy of the rate, between 105 
and 107, led to hospitalization for further study. 
During the recording of lead V;, an extrasystole 
occurred which exposed the underlying mechanism ; 
the regular P waves continued to occur during the 
compensatory pause (Figure 5), establishing the 
hitherto unrecognized diagnosis of paroxysmal auric- 
ular tachycardia with 2:1 block. This tachycardia 
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Figure 5. Fifty-seven-year-old house- 
wife with mitral stenosis and heart 
failure, developed paroxysmal au- 
ricular tachycardia with 2:1 AV 
block which persisted six months in 
spite of all measures. Her state of 
compensation significantly improved 
with restoration of sinus rhythm. 
The abnormal P waves are readily 
seen in V; during the compensatory 
pause following the extrasystole. 
This kind of arrhythmia may be 
detectable only in lead Vi. 


persisted for six months in spite of all therapy, then 
spontaneously subsided. With sinus rhythm, her 
heart failure was readily controlled and need for 
mercurials was considerably diminished. The inter- 
esting relationship of paroxysmal auricular tachy- 
cardia with block to potassium deficiency has been 
reported and is currently under investigation. 
Rarely, complete heart block may produce con- 
gestive heart failure in a previously well-controlled 
patient. This is presumably related to the decreased 
cardiac output resulting from the slow rate. 


Chronic Renal Disease 


A difficult therapeutic problem confronts the 
physician whenever he is called upon to treat con- 
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gestive heart failure in the presence of chronic kid- 
ney disease with renal insufficiency. Since the suc- 
cessful treatment of cardiac decompensation often 
depends on the ability of the kidneys to excrete 
sodium and water in response to digitalis and mer- 
curials, refractory heart failure associated with pri- 
mary renal insufficiency is easily understood. The 
usually effective mercurial diuretics may elicit no 
response and indeed are contraindicated when oli- 
guria is present due to underlying kidney disease. 
However, impaired renal function and diminished 
urine output, secondary to congestive heart failure, 
often responds well to digitalis and mercurials. 
Identification, therefore, of this form of renal in- 
sufficiency is of great practical importance. Treat- 
ment of heart failure associated with chronic renal 
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disease involves the usual therapy of cardiac decom- 
pensation—plus treatment, such as it may be, of 
kidney disease. 


Malnutrition 


Heart failure, of any etiology, becomes more diffi- 
cult to control when complicating nutritional de- 
ficiencies are present. Beriberi heart disease is a 
recognized entity which responds to administration 
of thiamine. Fortunately, this disease is becoming 
rare in this country. A form of primary nutritional 
heart disease has been described in tropical regions 
which is characterized by congestive failure, in- 
tractable to the usual measures, not responding to 
thiamine, but corrected by a well-balanced diet. 

The problem of malnutrition arises in the course 
of congestive failure in this country, nearly always 
as a secondary complication to some other form of 
heart disease. The cardiac patient has several rea- 
sons to develop nutritional deficiencies. He takes 
drugs which may depress the appetite. He eats an 
unappetizing salt-free diet and in addition may 
suffer anorexia as a result of gastrointestinal con- 
gestion. 

Hypoproteinemia is a significant finding in heart 
failure and may be responsible for a poor therapeutic 
result. Lowered albumin values can be ascribed not 
only to loss in urine and aspirated serous effusions, 
but to the impaired liver function often seen in 
chronic heart failure. Intravenous salt-free albumin 
may initiate diuresis and improve the response to 
mercurial injections. 

Chronic malnutrition may also be responsible for 
vitamin deficiencies and anemia. An adequate vita- 
min intake should be assured. The role of anemia in 
refractory heart failure has already been discussed. 
Nutritional anemia may require folic acid or vitamin 


Myxedema 


The question of thyroid hypofunction may arise 
occasionally in congestive heart failure. This may 
seem paradoxical in view of the previous paragraphs 
on hyperthyroidism, and also because of current 
favorable reports on induced hypothyroidism as 
therapy for congestive heart failure. An attempt is 
made, however, when treating congestive heart fail- 
ure with radioactive iodine, to control the state of 
myxedema with desiccated thyroid so as to prevent, 
as far as possible, the clinical syndrome of myxedema. 

Whether true myocardial insufficiency can occur 
in myxedema without heart disease may be ques- 
tioned. A syndrome similar to congestive heart fail- 


ure may appear in myxedema, and this syndrome 
does not respond to the usual cardiac regimen. For 
this reason, inclusion of myxedema in this discus- 
sion of refractory heart failure seems indicated. 

Certainly the favorable results of treatment justify 
emphasizing the patient with a picture resembling 
congestive heart failure not responding to the usual 
therapy and who presents clinical evidence suggest- 
ing hypothyroidism. Thyroid medication is insti- 
tuted with considerable caution, particularly when 
underlying coronary disease is suspected. An initial 
dose of 15 mg. daily is given and may be increased 
to 30 mg. after a wait of approximately two weeks. 
A gradual stepwise increase of 15 mg. every two 
weeks is indicated (providing angina does not ap- 
pear) until the proper beneficial dose is established. 
If anginal pains occur, the desiccated thyroid is ac- 
cordingly reduced. Myxedema characteristically re- 
sponds to small doses of thyroid substance—less 
than 60 mg. a day. 


Tuberculous Pericarditis 


The symptoms of chronic progressive cardiac 
failure are sometimes the outstanding features of 
tuberculous pericarditis, especially in elderly pa- 
tients. Often, in such instances, other tuberculous 
foci are not demonstrable, even at autopsy. The 
term “primary” tuberculous pericarditis has been 
used to describe this type of case. The accompanying 
constitutional symptoms of active tuberculosis may 
or may not be conspicuous. With the availability of 
effective antituberculosis agents, the diagnosis of 
this form of refractory heart failure takes on added 
practical importance. 

The presence of persistent low-grade fever in an 
older individual with intractable failure should al- 
ways raise the question of acid-fast infection. Chronic 
congestive heart failure per se does not cause fever. 
Identification of tuberculosis in another part of the 
body in such a patient, would of course have great 
diagnostic significance. Tuberculous pericarditis fre- 
quently progresses to the stage of constrictive peri- 
carditis, which in turn may present the features of 
refractory heart failure. This has been mentioned 
under the heading of ‘mechanical defects.” 


Malignant hypertension often is associated with 
severe heart failure that does not respond to any 
therapy except that for the hypertension. The prob- 


lem in such cases is obvious. 
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Chronic infection per se does not significantly in- 
fluence the course of congestive failure unless by 
means of associated conditions such as anemia and 
malnutrition which have already been discussed. 

Cor pulmonale often responds poorly to therapy. 
Since the primary process is usually a serious irre- 
versible disease of the pulmonary parenchyma, a 
progressively downward course is the rule regard- 
less of therapy. Heart failure, when present, should 
be treated in the same way as other forms of heart 
failure. The results may or may not be worth while. 


Summary 


It is worthy of re-emphasis that a significant num- 
ber of patients with so-called refractory heart failure 
are incorrectly placed in this category that denotes 
a hopeless prognosis. A careful study of every pa- 
tient with heart failure not responding to therapy 
will reveal cases that may be salvaged. Sometimes 


the problem is the simple misunderstanding on the 
patient’s part about foods or medications that con- 
tain sodium. A mechanical defect such as mitral 
stenosis or constrictive pericarditis may now be 
alleviated by surgery. 

A surprising number of “refractory” cases have 
an electrolyte imbalance and in particular the hypo- 
chloremic alkalosis syndrome resulting from mer- 
curial diuresis. Often recognition of this syndrome 
and the simple expedient of withholding mercurials 
until chloride stores have been replenished by am- 
monium chloride, enables an individual to return to 
a comfortable state of cardiac compensation. 

As is true of all phases of medicine, we find what 
we look for. A careful search for the causes of 
refractory failure which can be corrected will dis- 
close patients that may again benefit from treat- 
ment. Only after completion of such a careful search 
is one justified in making the diagnosis of true 
refractory heart failure. 


FRoM our own experience and from the experience of others, it appears 
that the following mistakes have been made frequently in the use of 
cortisone for rheumatoid arthritis: (1) improper selection of patients; 
i.¢., selection of those who have complicating conditions that contra- 
indicate the use of cortisone, those with severely damaged joints but 
little or no active arthritis, unco-operative patients, or patients finan- 
cially unable to purchase cortisone for an indefinite period; (2) im- 
proper regulation of dose, including the use of too large or, less com- 
monly, too small doses, too rapid reduction of dose, the use of a single 
daily oral dose instead of divided doses, and failure to individualize the 
dose to meet each patient’s varying need and tolerance for cortisone; 
(3) inadequate supervision of patients, including insufficient clinical 
observation and failure to recognize early signs of hypercortisonism ; 
(4) neglect of supplementary measures of treatment; (5) discontinua- 
tion of administration of cortisone at the time of surgery or other in- 
creased stress. Avoidance of these errors increases considerably the 
usefulness as well as the safety of cortisone therapy.—L. EMMERSON 
Warp, M.D., et al., J.A.M.A., 152: 119, 1953. 
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Figure 1. Chest film showing retrocardiac soft- 
tissue density due to esophageal hiatal hernia. 


Hernia 


Tue term diaphragmatic hernia is used to describe those 
situations in which abdominal organs enter the thoracic 
cavity through openings in the diaphragm. Some defects 
in the diaphragm are congenital, varying from the com- 
plete absence of one or both leaflets to small congenital 
openings in the fibrous or muscular portions. Trauma 
may cause splitting of the diaphragm, resulting in the 
passage of abdominal viscera into the thorax. Hernia- 
tions may occur through anatomical weak areas where 
the pleura and peritoneum are separated by thin layers 
of muscle fibers and flimsy connective tissue. These 
points of weakness are (1) the esophageal hiatus; (2) the 
foramen of Bochdalek, situated posterolaterally ; (3) the 
foramen of Morgagni, located parasternally ; and (4) the 
openings for the vena cava, azygos vein, and splanchnic 


Diaphragmatic 


Figure 2. Overexposed chest film in same case as 


Figure 1, showing retrocardiac density more clearly. 


nerves. Hernias do not occur through the large aortic 
hiatus. 

Esophageal hiatus hernias constitute 95 per cent of 
the diaphragmatic hernias found in adults. Often they 
are asymptomatic. Otherwise they cause symptoms sug- 
gestive of gastrointestinal disease; pain simulating an- 
gina pectoris or myocardial infarction; symptoms due to 
chronic blood loss; or hematemesis or melena. This type 
of hernia may occasionally be suspected by a careful 
examination of the postero-anterior chest x-ray film 
which reveals a soft-tissue density behind the heart, 
lying on the diaphragm, with or without a fluid level. 
However, confirmation depends on x-ray examination 
after a barium meal, made with the patient recumbent or 
preferably in the Trendelenburg position. This study 
reveals a portion or all of the stomach lying above the 
diaphragm. The herniation may be more clearly demon- 
strated if the patient’s intra-abdominal pressure is in- 
creased by the Valsalva maneuver or by manual com- 
pression of the upper part of the abdomen. When the 
examination is performed with the patient upright, the 
stomach may move down into the abdominal cavity or 
may remain above the diaphragm. When the latter 
occurs, the presence of a congenitally short esophagus 
with a true thoracic stomach should be suspected, al- 
though occasionally a true esophageal hiatal hernia may 
persist while the patient is standing. 

Esophagoscopy is indicated for detection of ulceration 
or erosion and to aid in the diagnosis of a congenital 
short esophagus. 


Figure 3. Barium meal study (lateral view) of same 
case, showing herniation of cardiac end of stomach 
through esophageal hiatus. Irregularity and nar- 
rowing of lower end of esophagus due to esophagitis. 
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Here’s a Helpful Hint. . . 


Use of Gravity in Posterior Positions in Obstetrics 


WHEN a patient goes into labor with the fetus in a posterior position, either ROP or LOP, the 
doctor faces some problems which do not intrude when the position is an anterior one. If the 
occiput should rotate in the wrong direction, the head presents at the outlet as a persistent 
posterior which is usually difficult to deliver without injury to the maternal soft parts. If the 
occiput rotates toward an anterior position but the rotation is incomplete, the doctor is faced 
with the necessity of completing the rotation either manually or by forceps from an arrested 
transverse. 

If the head does rotate completely to an anterior position, the extra time required, necessi- 
tated by the lengthened arc of rotation, is hard on the patient, the baby, and the doctor, not to 
speak of the prospective father. Any simple procedure which would ensure more rapid anterior 
rotation would be welcomed by all concerned. 

I have found the maneuver which I am about to describe to be of great value. It was first 
called to my attention by Miss Bobby Hunt, the obstetrical nurse at the South Nassau Com- 
munities Hospital, Rockville Centre, N. Y. 

When labor is well in progress, with the cervix dilated two or three fingers, and the head 
well down in the pelvis, the patient is directed to assume a kneeling position, resting on the 
elbows and the knees. This posture is maintained for approximately one half hour. In this 
position the weight of the fetus tends to turn it so that its back comes to face anteriorly. The 
rotation of the body also turns the head so that the occiput rotates to an anterior position. 

This maneuver does not work as well with primipara as with multipara, probably because 
the firmness of the uterine and abdominal muscles does not allow enough room for the rota- 
tion to occur. In multipara I have found that it usually speeds up labor to a surprising 
degree.—Lyon Sreine, M.D., Valley Stream, New York. 
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Practical Therapeutics 


FUNDAMENTALS IN THE MANAGEMENT OF EDEMA 


BY EDWARD S. ORGAIN, M.D. 


Department of Medicine, Duke University School of Medicine, Durham, N. C. 


EpeMa, manifested by swelling of the body tissues, 
is due principally to expansion of the extracellular 
tissue spaces in the body. The formation of edema 
is complex and involves a derangement in one or 
more of the normal physiologic mechanisms of 
fluid exchange which include blood flow, hydro- 
static fluid pressure within the capillaries, colloid 
osmotic pressure, capillary permeability, fluid and 
electrolyte exchange between plasma and the ex- 
tracellular tissue space, tissue pressure, colloid 
osmotic pressure of the tissue, and return of fluids 
from the tissues through the lymphatic system. 
The factors which favor the flow of fluid across 
the capillary membrane into the extracellular space 
are the hydrostatic capillary pressure—higher at 


LOCAL FACTORS 
IN EDEMA 


the arterial end of the capillary—the degree of 
capillary permeability, and the osmotic pressure 
exerted by colloids within the extracellular fluid 
space. Those factors opposing transudation are the 
colloid osmotic pressure of the blood principally 
related to plasma albumin, the healthy capillary 
barrier, and the actual tissue pressure. The lower 
capillary hydrostatic pressure at the venous end 
of the capillary and the relative increase in colloid 
osmotic pressure favor the reabsorption of fluid from 
the extracellular space into the capillary (Figure 
1). The lymphatic system is an important avenue 
of return flow from the tissues, particularly for 
larger molecules such as fat and protein. 

The free electrolyte exchange across the capil- 


Figure 1. The lymphatic system is an important avenue of return flow from the tissues. 
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lary membrane accounts for the nearly identical 
composition of electrolytes in plasma and in the 
extracellular tissue space. The principal electrolyte 
involved in water balance is sodium, for sodium 
retention within the plasma leads to water reten- 
tion, and edema results when the quantity retained 
is sufficient to expand the extracellular space. 

Although fluid loss may occur through sweat, 
feces, and lungs, the kidneys maintain normal body 
fluids by controlling sodium and water excretion. 
This is accomplished fundamentally by varying the 
rates of renal tubular reabsorption of water and 
electrolytes. Under conditions of excessive salt load- 
ing, 1.e., 30 Gm., even the normal kidney will retain 
salt and water for deposition in the tissues as edema. 
The adrenal steroids will decrease the excretion of 
sodium and water by the tubules and lower the con- 
tent of sodium in sweat. Osmoreceptors in the 
carotid vessels, responding to increased crystalloid 
osmotic pressure of plasma, will stimulate the pro- 
duction of antidiuretic hormone from the posterior 
pituitary gland, which in turn forces the renal 
tubules to retain water for hemodilution purposes. 
Volume receptors for the control of body water 
and electrolytes also have been postulated, but the 
evidence is as yet incomplete. 


Mechanisms Underlying Edema Formation 


Before rational therapy may be proposed for 
edema, an understanding of the basic mechanisms 
involved and their alterations in each clinical 
syndrome becomes necessary (Table 1). As a gen- 
eralization it may be stated that when excessive 
fluid is retained in the body, transudation of fluid 
will occur in a local or general area where the de- 


Table 1. Mechanisms underlying edema. 


rangement in physiologic function is greatest. For 
example, in thrombophlebitis with venous obstruc- 
tion or in mitral stenosis and left ventricular failure 
with increased pulmonary capillary pressure in the 
lungs, the simple factor of increased hydrostatic 
pressure locally will favor transudation of fluid into 
a single extremity or into the lungs. Reduced tissue 
pressure accounts for the common swelling of the 
feet and ankles noted in patients when first allowed 
out of bed after prolonged illness accompanied by 
weight loss. Capillary dilatation secondary to his- 
tamine liberation represents the basic mechanism 
in angioneurotic edema. Motionless standing, pro- 
longed sitting, and tight garters all increase hydro- 
static pressure in the legs and promote edema 
formation. Low plasma proteins may occur in nu- 
tritional deficiency states and cause edema by re- 
duction in plasma colloid osmotic pressure. The 
lymphatic system, when obstructed, produces a 
brawny type of edema difficult to treat. This may 
be due in part to local retention of colloids (pro- 
tein) in the extracellular space and increased tissue 
colloid osmotic pressure. 

Edema of Renal Disease. In renal disease the situa- 
tion is more complex. In acute glomerulonephritis 
the decrease in sodium filtration by the glomeruli 
and the normal absorption of sodium by the tubules 
lead to sodium and water retention, and edema. 
Renal function by gross tests as well as the plasma 
proteins are normal. This represents a classic ex- 
ample of glomerulo-tubular imbalance. 

In true nephrosis and the nephrotic stage of 
chronic glomerulonephritis, a fundamental difh- 
culty lies in the loss of colloid osmotic pressure 
secondary to marked lowering of the total plasma 
protein, particularly plasma albumin. Under these 


congestive heart failure 


acute 


nephritis 


nephrotic 


cirrhosis of liver 


Reduced cardiac output Reduced glomerular filtration of 


Reduced renal blood flow sodium 

Reduced glomerular filtration of | Normal tubular reabsorption of 
sodium sodium 

Normal tubular reabsorption of | Retention of sodium and water 
sodium Congestive heart failure 


Retention of sodium and water 
Increased venous pressure 
a. Pulmonary 
b. Systemic 
c. Capillary Anoxia 
Adrenal steroids 
Pituitary antidiuretic hormone 


Reduced glomerular filtration of 
sodium 

Reduced plasma proteins 
Reduced colloid osmotic pressure 
Retention of sodium and water 


Increased portal venous pressure 
Decreased tissue pressure (peri- 
toneal cavity) 

Reduced plasma proteins 
Reduced colloid osmotic pressure 
Pressure on renal and abdominal 
veins 


Pituitary antidiuretic hormone 


Adrenal steroids 
Retention of sodium and water 


GP « Volume Vill, Number 2 


\Ne: 
| 


conditions, a normal intake of sodium and water 
increases edema due to loss of sodium to the tissue 
spaces. 

In chronic long-standing nephritis with renal in- 
sufficiency, the loss of both glomerular and tubular 
function, causes increased excretion of basic ions, 
including sodium. Edema is commonly absent un- 
less there is secondary hypertensive heart failure or 
critically reduced plasma proteins. 

Edema of Liver Disease. In cirrhosis of the liver 
the destruction of liver cells and subsequent wide- 
spread scarring increase the portal venous pressure. 
This augmented pressure, combined with a low re- 
sistive pressure within the abdomen, leads to the 
formation of ascites. Inadequate protein synthesis 
by the liver reduces plasma proteins and colloid 
osmotic pressure and accentuates the facility with 
which ascites is formed. Failure of the liver to de- 
stroy the antidiuretic hormone and the salt-re- 
taining adrenal steroids is a theoretical additive 
factor in water retention. 

Further possibilities include pressure upon the 
renal and abdominal veins by the ascitic fluid to 
enhance sodium retention by the kidneys and in- 
crease hydrostatic pressure in the legs. Once ascites 
is formed the increased protein content of the ascitic 
fluid itself may be a factor in retarding return of 
fluid from the peritoneal cavity into the capillaries. 

Edema of Heart Failure. The most important 
cause of edema is unquestionably congestive heart 
failure. Here the factors involved are even more 
intricate and unsettled. When sudden reduction in 
cardiac output of the left ventricle secondary to 
acute myocardial infarction occurs, the pressure in 
the pulmonary veins may rise sharply because the 
right ventricle still delivers a normal amount of 
blood to the lungs. Acute pulmonary edema often 
results due to increased hydrostatic pressure in the 
lungs although the circulating volume of blood is 
actually normal. Acute injury to the right ventricle 
on the other hand, does not produce sudden rise 
in systemic venous pressure because the reservoir 
behind the failing ventricle is large and distensible. 

It is now generally agreed that chronic congestive 
heart failure, the most common type, is accom- 
panied by reduction in cardiac output. In patients 
with moderate to massive edema, the cardiac out- 
put is always reduced except in certain instances 
such as anemia, thyrotoxicosis, and beriberi, which 
represent special situations. The reduced cardiac 
output is accompanied by reduction in renal blood 
flow to as much as one-third to one-fifth of the 
normal value and the glomerular filtration rate to 
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one-half to one-third normal. The glomerular fil- 
tration of sodium falls, while tubular reabsorption 
remains normal. Increased amounts of sodium are 
thus held in the body and water is secondarily re- 
tained. Even after exercise and in thyrotoxicosis 
where the cardiac output is high, renal blood flow 
is disproportionately diminished and sodium reten- 
tion favored. 

If this concept be true, the theory that cardiac 
output inadequate to meet the needs of the body 
becomes a fundamental one in the genesis of con- 
gestive heart failure and represents the first step 
involved. Edema will occur initially in the lungs if 
the pulmonary venous pressure is high and in the 
legs where the hydrostatic fluid pressure is com- 
monly highest. A rise in venous pressure is con- 
sidered to favor capillary anoxia, permeability, and 
transudation, but the low protein content of edema 
fluid argues against this possibility. 

In congestive heart failure, the sweat sodium is 
lower than normal, indicating the probable partici- 
pation of adrenal steroids. Swelling of the liver may 
interfere with its ability to dispose of the pituitary 
antidiuretic hormone, a possible secondary con- 
tributing factor in edema. 

In the presence of these factors, a normal intake 
of sodium and water most frequently causes re- 
tention of fluid, and more edema—an observation 
supported by common experience. It may be em- 
phasized that whenever basic mechanisms of fluid 
exchange are altered, an increased or even normal 
salt and water intake, unless adequately disposed 
of by the kidneys, can only favor water retention 
and tissue edema. This is a basic concept in the 
proper management of this common problem. 


Management of Various Types of Edema 


The treatment of angioneurotic edema is directed 
toward the underlying cause of this usually allergic 
state rather than to the edema itself. The adminis- 
tration of antihistaminics, such as Benadryl or Pyri- 
benzamine, and the local application of ice packs 
are beneficial. 

Postural edema may be ameliorated in most who 
are susceptible to it by lowering of the salt intake, 
by the avoidance of constricting garments, by ex- 
ercise, and by elevation of the extremities when at 
rest. This type of edema is common during the 
summer months and usually passes off spontane- 
ously. 

When acute thrombophlebitis is present, the use 
of anticoagulants such as heparin and Dicumarol is 


Wat? 


indicated to prevent further spread of the obstruc- 
tive phenomena. Elevation of the extremity will de- 
crease local venous pressure. In the chronic stage, 
elastic stockings are of benefit by increasing tissue 
pressure. Large varicose veins which produce stasis 
pigmentation and edema are treated satisfactorily 
only by surgery. Salt restriction and the judicious 
use of mercurials may be of benefit. 

Lymphatic obstruction with edema is extremely 
difficult to treat, for reasons already mentioned. 
Elastic stockings or ace bandages are of some but 
little help as are diuretics and reduction of sodium 
intake. If lymphatic obstruction is secondary to 
chronic recurrent infection of the feet or toes, ap- 
propriate local measures, combined with antibiotics, 
are indicated in order to prevent further lymphatic 
damage. Surgery, for example, the Kondoleon op- 
eration, is a measure of last resort. 

The three most important medical conditions 
associated with edema are congestive heart failure, 
cirrhosis of the liver, and nephritis (Table 2). 


Management of Cardiac Edema 


Notable advances have been made in the past 
decade with reference to the treatment of edema 
secondary to congestive heart failure. Four basic 
principles are primarily involved—test, modification 
of diet and fluid intake, use of diuretics, and dig- 
italization. 


Rest 


Physical rest until complete compensation has 
been restored is necessary in order to reduce the 
demands made by the body for blood when the 
cardiac output is already inadequate for tissue 
needs. Rest may be satisfactorily obtained in a com- 
fortable bed with the head elevated or in a large 
chair provided with arm rests. The recumbent posi- 
tion facilitates the transport of fluid from the lower 


extremities and abdomen to the lungs and the 
resultant pulmonary congestion causes orthopnea 
and paroxysmal nocturnal dyspnea. Rigid bed rest 
favors the development of venous thrombosis in the 
extremities and is particularly harmful in elderly 
subjects. When allowed, the patient will generally 
choose the position in which maximum comfort is 
achieved. 

Rest alone in some active cardiacs reduces the 
demands for cardiac work so greatly that full com- 
pensation is easily restored. Exertion of slight de- 
gree, for example, coughing, may induce or intensify 
heart failure. 

Sedatives in the form of simple hypnotics, bar- 
biturates, and chloral hydrate, when used judi- 
ciously, are welcome adjuvants to promote rest and 
relaxation. It must be remembered that Cheyne- 
Stokes respiration frequently results from the in- 
jection of narcotics in the arteriosclerotic subject. 


DIET AND FLUID INTAKE 


Sodium Restriction. One of the most important 
items in the dietary regimen of the patient exhi- 
biting edema is the drastic restriction of sodium 
content in the diet. It is now recognized that pa- 
tients with significant edema require sodium reduc- 
tion to 500 mg. a day or below. If edema is marked, 
sodium may be further reduced to as little as 150 
mg. a day. The rigid restriction of sodium to such 
low levels may achieve brilliant results in these 
patients. 

After compensation has been restored, diets con- 
taining as much as one gram of sodium a day may 
be tolerated without difficulty. Compensation usu- 
ally cannot be restored with an average diet which 
contains from 4 to 12 Gm. of sodium chloride. 

Liquid Intake. When sodium is drastically low- 
ered in the diet, fluid restriction becomes unneces- 
sary, and a free fluid intake should be allowed. 
Many patients must be encouraged to ingest 2,000 


Table 2. Fundamental therapeutic principles. 


congestive heart failure 


Rest Rest 

Low sodium diet Low sodium diet 

Cation exchange resins Cation exchange resins (?) 
Mercurial diuretics 
Digitalis 

Oxygen 
Paracentesis 
Venesection 
Southey tubes 


Protein restriction 
Free fluid intake 


nephrotic cirrhosis of liver 


Rest 

High protein, low fat diet 
Lipotrophic agents 

Low sodium diet 

Cation exchange resins 
Mercurial diuretics 
Paracentesis 


High protein diet 

Low sodium diet 

Cation exchange resins (?) 
ACTH 

Nitrogen mustard 

Blood plasma 

Salt-free serum albumin 
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to 2,500 cc. of total fluid a day in order to main- 
tain a satisfactory urinary output. Diets at first 
should be liquid and semisolid to avoid the phys- 
ical effort of chewing. As improvement appears 
the shift may be made to a solid low sodium diet. 
The Karell diet consisting of 800 cc. of milk daily 
contains approximately 500 mg. of sodium, and 
this amount may be excessive. Lonolac supple- 
mented by fruit juices and water provides a better 
low sodium substitute for the first day or two. 

Exchange Resins. Cation exchange resins are use- 
ful auxiliary measures to the low sodium diet in 
congestive heart failure. These synthetic polymers, 
generally saturated with ammonium and potassium 
ions, exchange ammonium ions for cations within 
the gut and bind sodium along with potassium, cal- 
cium, magnesium, etc.; these ions then are elim- 
inated in the feces. Most resins are partly saturated 
with potassium in order to prevent hypokalemia. 

The resins are usually administered orally at 
levels of 15 Gm. three times daily in fruit or other 
juices along with meals. Each gram of resin will 
absorb up to 23 mg. (one mEq.) of sodium, depend- 
ing upon the level of sodium intake. 

Resins possess value in some patients who cannot 
adhere strictly to rigid low sodium diets and in 
many patients whose edema persists in spite of 
other accepted methods of management. Brilliant 
results have been achieved in a few individuals with 
chronic heart failure whose compensation for the 
first time was fully restored and maintained by the 
use of these substances as a supplementary meas- 
ure. 

Mild gastrointestinal distress is frequent, par- 
ticularly constipation; in most instances the symp- 
toms can be controlled and the compound con- 
tinued. The resins tend to produce potentiation of 
mercurial diuretic action similar to that obtained 
by ammonium salts. Supplementary calcium (5 Gm. 
a day) is necessary to prevent calcium deficiency. 
The administration of resins is not without hazard. 
This is greater with continuous rather than inter- 
mittent use of the compound, for example, four 
days each week. 

The principal contraindication to resin therapy 
exists in those patients exhibiting renal insufhi- 
ciency, since acidosis is easily induced because of 
the kidneys’ inability to maintain acid-base equi- 
librium. Electrolyte concentrations in the blood 
should be followed carefully when resin administra- 
tion is continuous and prolonged. 

It is emphasized that the use of resins is not a 
substitute for the low sodium diet but a supplement 
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to it along with other accepted therapeutic meas- 
ures. The principal complications to be watched 
for and avoided are acidosis, low sodium syndrome, 
hypokalemia, and hypocalcemia. 


These are of considerable value in the treatment 
of edema because they promote the excretion of 
fluid and electrolytes by the kidneys and thereby 
reduce blood volume, venous pressure, and tissue 
edema. 

Xanthines. The oral diuretics in common usage 
consist principally of the xanthine group. They act 
presumably by increasing renal blood flow and thus 
renal filtration of sodium and water. Long experi- 
ence with the principal members of this group, 
theophylline and theobromine, demonstrates weak 
potency in diuretic effect and little fundamental 
help. Aminophylline, a theophylline compound, 
may be of some value as a rectal suppository (0.5 
Gm.) inserted night and morning. It should not be 
administered intravenously as a diuretic because of 
serious and even fatal collapse reactions which occur 
in gravely ill cardiacs. 

Mercurials. The most potent diuretics now avail- 
able are the mercurials. They act directly upon the 
renal tubules to inhibit the reabsorption of sodium 
and water. The principal members of this group 
now in widespread use are Mercuhydrin, Salyrgan, 
and Thiomerin. The first two may be given intra- 
muscularly and Thiomerin may be given subcu- 
taneously, without serious tissue reactions. Salyrgan 
injected subcutaneously produces necrosis in the 
skin and subcutaneous tissues, and it provokes 
some pain when given intramuscularly. 

The intravenous administration of mercurial 
compounds should be avoided because of severe 
toxic reactions occasionally noted, many of which 
have terminated fatally. 

Treatment is best initiated with small doses of 
0.5 cc. given every other day. Increments in dosage 
are made gradually to, but not exceeding, 2 cc. in 
a single dose. Rare sensitivity responses to a sin- 
gle mercurial compound have been noted, but these 
are infrequent and may be abolished by change to 
a different compound. 

A loss of 2 to 4 pounds in weight a day is satis- 
factory; too rapid weight loss is best avoided. The 
urine should be carefully followed for evidence of 
renal irritation, usually manifested by the appear- 
ance of albumin and red cells in the urine. Tem- 
porary discontinuance of the drug is then impera- 
tive before permanent tubular injury occurs. 
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The preliminary administration of the acidifying 
salts, ammonium chloride or ammonium nitrate, at 
dosage levels of 4 to 6 Gm. daily, materially in- 
creases the diuretic effectiveness of the mercurial 
compound. Nausea resulting from ammonium salt 
administration is common and must be avoided be- 
cause vomiting will induce a rapid alteration in 
the normal plasma electrolyte pattern. 

Too profuse a diuresis may result in sudden loss 
of chloride, sodium, potassium, calcium, and other 
ions. Electrolyte disturbance should be suspected 
if the patient suddenly complains of weakness, 
drowsiness, lack of appetite, thirst, and muscular 
cramps in the abdomen or extremities. 

When salt restriction is extreme, two clinical 
syndromes are fairly commonly encountered after 
the free use of mercurial diuretics. The low salt 
syndrome is due to the excessive excretion of so- 
dium and chloride. The concentration of these elec- 
trolytes in the serum falls rapidly, and the non- 
protein nitrogen rises. Rapid deterioration in the 
patient’s condition follows. Replacement therapy 
consists of sodium chloride in hypertonic form, 
3 to 5 per cent solution, given slowly intravenously 
in amounts ranging from 200 to 500 cc. 

An equally important though less well-recog- 
nized syndrome is that of hypochloremic alkalosis. 
In this condition the sodium concentration may 
remain normal, while the chloride level falls from 
100 mEq. to below 85 mEq. The carbon dioxide 
combining power of the serum rises to alkalotic 
levels. Correction can generally be effected by the 
oral administration of 4 to 6 Gm. of ammonium 
chloride daily. In both syndromes water diuresis 
from the kidney is greatly reduced and mercurial 
diuretics become completely ineffective, a point 
which clinically should arouse suspicion. The pres- 
ence of a renal lesion increases the likelihood of 
these syndromes. 

The possibility of potassium deficiency must 
also be remembered because potassium may be lost 
to the urine instead of sodium as the mercurial 
diuretics become less effective. In this situation 
potassium chloride orally, 2 to 4 Gm. a day, must 
be utilized for replacement. Intravenous potassium 
therapy while effective is potentially hazardous and 
less desirable. 

The oral mercurial compounds, such as Mercu- 
hydrin and Neohydrin, are but weakly diuretic in 
dosage low enough to avoid gastrointestinal dis- 
turbance. Several tablets a day, given over a period 
of a week, are said to be proportional to the bene- 
fits of a single injection of mercury. 


DiGITALIs 


This drug is unquestionably the most effective 
single therapeutic agent in the treatment of con- 
gestive heart failure. It increases the cardiac out- 
put while restoring the mechanical efficiency of the 
heart, and it improves general as well as renal 
blood flow. Diuresis will follow its exhibition as a 
therapeutic response. An adequate knowledge of 
available digitalis preparations and their proper 
use is a responsibility of every physician. All pa- 
tients with heart failure and edema must be digi- 
talized and maintained on digitalis indefinitely un- 
less the underlying cause for the heart’s failure, for 
example, acute rheumatic carditis, disappears. The 
whole leaf preparations of digitalis, which are im- 
pure compounds necessitating biologic standard- 
ization, have been largely replaced in popularity 
and general usage by the purified glycosides of 
digitalis which are assayed gravimetrically. The 
most useful glycosides are digitoxin, lanatoside C, 
and Digoxin. 

The physician should familiarize himself with 
at least one oral preparation for routine use, and 
an intravenous preparation for emergency use. In 
the control of systemic edema oral digitalization is 
the method of choice. Intravenous digitalization 
is required only in acute pulmonary edema. 

Oral Digitalization. Digitoxin has advantages of 
complete absorption when given orally and pro- 
longed effect due to slow excretion. It is generally 
given safely at an initial dosage level of 0.6 mg., 
followed by 0.4 mg. in 6 hours and 0.2 mg. every 
6 hours thereafter until digitalization is completed. 
Digitalization may be demonstrated by its thera- 
peutic effects of diuresis and weight loss, or its 
toxic effects of nausea, vomiting, visual disturb- 
ances, and cardiac irregularity. Therapeutic and 
not toxic effect is the desired goal of digitalis ad- 
ministration. Maintenance doses vary between 0.1 
mg. and 0.2 mg. a day. 

Full digitalization may be judged in auricular 
fibrillation by slowing of the pulse, and in normal 
rhythm by diuresis and weight loss. The drug 
should not be pushed to the toxic range of nausea 
and vomiting. The slow excretion of digitoxin may 
continue the toxic symptoms for as long as a full 
week after withdrawal of the drug. Parenteral ad- 
ministration is unnecessary unless nausea and vom- 
iting prevent oral administration. 

Intravenous Digitalization. Lanatoside C and 
Digoxin are rapidly acting glycosides suitable for 
intravenous injection. In acute pulmonary edema, 
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either of these drugs may be life-saving when 
given at once intravenously in adequate dosage. 
The initial dose of lanatoside C is 0.8 mg., and 
this is followed by 0.4 mg. at 2 to 4 hour intervals 
until a total dose of 1.6 mg. has been injected. 
The dosage schedule for Digoxin is quite similar. 
The intravenous route should be avoided in all 
patients who have received digitalis within the 
preceding two weeks. 


MISCELLANEOUS MEASURES 


There are other miscellaneous measures in the 
therapy of cardiac edema that must be mentioned. 
Oxygen inhalation in concentrations of 100 per 
cent, to improve oxygen myocardial supply, is of 
value when there is oxygen unsaturation of the 
blood. 

Removal of fluid from the thorax or abdomen 
may be useful for the relief of dyspnea or other 
symptoms attending the pressure of fluid in a con- 
fined space. It should be remembered that para- 
centeses remove body protein, and these depletions 
should be avoided if the patient will absorb his 
own fluid. Southey tubes are of value in order to 
drain away local tissue fluid in the lower extremi- 
ties or in the scrotum when edema is massive. 
Great care must be exercised to prevent local tissue 
infection, a particularly disastrous result. 

Acute pulmonary edema demands emergency meas- 
ures. In many instances the subcutaneous adminis- 
tration of morphine or a similar narcotic combined 
with atropine, and aminophylline, 0.25 Gm. given 
slowly intravenously by gravity through a small 
needle, will suffice to abort the attack. The appli- 
cation of cuffs around all four extremities will in- 
duce peripheral stasis and delay the venous re- 
turn of blood to the lungs. The rapid removal of 
500 to 700 cc. of blood by venesection will tend to 
decrease pulmonary congestion, and oxygen by 
tent, mask, or catheter will combat anoxia and 
relieve dyspnea. This condition presents the cardinal 
indication for rapid intravenous digitalization with 
a cardiac glycoside. 


REFRACTORY CARDIAC EDEMA 


Cardiac edema which fails to respond to the 
general principles as already outlined offers a chal- 
lenging problem to the physician. A careful re- 
evaluation of the patient must then be made with 
reference to the following areas: (1) adequacy of 
the treatment program with respect to rest, full 
digitalization, and sufficient sodium restriction; 
(2) the presence of common complicating factors 
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such as infection, pulmonary infarction, thyro- 
toxicosis, or anemia which increase the burden 
upon an already overloaded heart; (3) electrolyte 
disturbances induced by overenthusiastic use of 
mercurials with loss of expected diuretic effect; 
(4) prolonged nutritional deficiency coupled with 
passive congestion in the liver, leading to a vita- 
min deficiency state as well as to lowered plasma 
proteins and decreased colloid osmotic pressure. 


Edema Due to Liver Disease 


In cirrhosis of the liver, measures should also 
be directed toward the treatment of the underlying 
hepatic disease itself. These consist of high-pro- 
tein, low-fat diets supplemented by vitamins and 
lipotrophic substances. 

In the late stages of chronic cirrhosis accom- 
panied by ascites these measures are of little value. 
The fundamental principles involve drastic re- 
striction of dietary sodium in order that excretion 
of water may be favored. The cation exchange 
resins bind sodium in the gut and are useful to 
supplement the low sodium diet as well as to po- 
tentiate the effect of mercury. Oral diuretics of 
the xanthine type are valueless. The mercurial 
diuretics are of distinct benefit and should be ex- 
hibited regularly. 

Paracentesis of the abdomen is preferably avoided 
because of the high protein content of ascitic fluid 
and the rapid depletion of body protein stores, 
unless abdominal distention and respiratory difhi- 
culty cause significant discomfort to the patient. 
Ascitic fluid tends to reaccumulate rapidly in the 
presence of high hydrostatic pressure and low tis- 
sue pressure. This reduces further the plasma pro- 
teins and colloid osmotic pressure. The blood so- 
dium also may fall rapidly if the diet is rigidly 
restricted in sodium content. It is true, however, 
that relief of abdominal pressure may decrease the 
pressure upon the renal veins and the vena cava, 
which in turn increases salt and water excretion 
and decreases hydrostatic pressure in the distal 
extremities. A tight abdominal binder should fol- 
low paracentesis because of the generally relaxed 
abdominal musculature present. The edema is 
rarely massive enough to warrant the use of Southey 
tubes. 


Management of Renal Edema 
The edema of acute nephritis involves primarily 


the retention of sodium and water. The adminis- 
tration of antibiotics and chemotherapy at the in- 
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ception of nephritis may shorten the course of the 
disease by reducing the antigen present. The early 
use of adrenocorticotrophic hormone is still ex- 
perimental. Coincident with the onset of edema, 
hematuria and oliguria are commonly present. 

Best results are obtained by the use of a diet 
drastically restricted in sodium content (300 mg. 
or below a day), a high carbohydrate, liquid or 
soft, low-protein diet (20 to 40 Gm. a day), and 
fluids permitted according to thirst. The oral 
xanthine diuretics are not effective; mercurial di- 
uretics must be avoided because of tubular irri- 
tation. Congestive heart failure may complicate 
acute nephritis and increase edema. 

The prognosis in most instances of acute ne- 
phritis is good for the process tends to subside 
spontaneously. However, the patient may pass into 
the nephrotic stage of chronic glomerulonephritis 
in which edema becomes massive. In addition to 
renal retention of sodium and water, a supple- 
mentary factor in edema development is now 
present because the plasma proteins, principally 
albumin, are greatly reduced and the colloid os- 
motic pressure is thus lowered. In most instances 
a high-protein diet (ranging from 100 to 120 Gm. 
of protein a day) is advised unless there is con- 
comitant renal insufficiency and azotemia. When 
these complications exist, a low-protein diet (20 
Gm. a day) becomes mandatory. Drastic restriction 
of sodium to as little as 150 to 200 mg. a day is 
worthy of trial since fluid excretion is often diffi- 


cult to accomplish. Exchange resins are preferably 
avoided in renal disease because of the ease with 
which severe electrolyte disturbances are created. 

Whole blood, plasma, and salt-free human serum 
albumin given intravenously may all be beneficial 
in certain individuals. Acacia will increase hydro- 
static pressure and promote diuresis but has proved 
toxic to the liver and is no longer approved by 
competent authorities. 

Adrenocorticotrophic hormone will produce 
diuresis in the majority of patients bya renal tubular 
action, the mechanism of which is not clearly de- 
fined. This is unquestionably the most recent and 
most useful therapeutic substance to be offered in 
the treatment of this condition. Nitrogen mustard 
has also resulted in diuresis in a few patients. 

It is of considerable interest that spontaneous 
diuresis may occur in the nephrotic individual 
without concomitant measurable changes in the 
plasma crystalloids or in the plasma protein frac- 
tions. 

In the true nephrosis, which occurs primarily in 
children, spontaneous recovery is the rule. The 
principles of treatment of the edema are essen- 
tially the same. Cation exchange resins may be 
tried to prevent absorption of salt from the gastro- 
intestinal tract. 

Chronic glomerulonephritis, apart from the ne- 
phrotic stage, is not usually associated with edema 
unless there is marked lowering of the plasma pro- 
teins or unless congestive heart failure supervenes. 


Part-time Teachers 


THe part-time faculty member through his contacts with 
students becomes a better physician himself. There is 
nothing more stimulating to the development of a criti- 
cal attitude than the questions of the young inquiring 
mind of a student. The atmosphere of the university 
medical center provides opportunities for the faculty to 
teach each other and to enlarge their knowledge and 
abilities. 

Grand rounds, journals clubs, operative clinics, his- 
tory meetings, and the like are in one sense nothing more 
than supergraduate courses for the faculty. The part-time 


faculty member can contribute and learn in these courses. 

In return for this opportunity to be a student with 
students, the part-time member contributes to the insti- 
tution. As a faculty member, because of his contacts in 
the community, he can interpret the institution, its prob- 
lems and objectives, to the people, medical and non- 
medical, in the city and region. In the educational pro- 
gram based on the precepts of small group instruction 
and careful supervision, the part-time faculty member 
can make possible a better quality of education—RoBEeRT 
A. Moore, J. Med. Education, 28:37, 1953. 
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Cips from Other Journals 


Postmaturity 


In view of recent interest in the problem of post- 
maturity in pregnancy, Hill has reported a series of 
115 consecutive cases in which the actual date of 
delivery was sixteen days or more later than the 
calculated date. Primigravidae comprised 62 per 
cent of the total, ranging in age from 17 to 40 
years. Multigravidae were somewhat older. 

Although in most cases the onset of labor was 
spontaneous, its duration was prolonged for thirty 
hours or more in one-fifth of the cases. Cesarean 
section was performed twice as frequently in these 
patients as in normal individuals. There were only 
two stillbirths—a fetal mortality rate less than that 
in normally mature pregnancies. 

The author concluded that postmaturity per se 
does not affect adversely the mother, her labor, or 
the infant. If postmaturity is associated with some 
obstetric abnormality, however, such as dispropor- 
tion, toxemia, or Rh incompatibility, the post- 
mature infant is more susceptible to complications 
than the normally mature one. In such cases induc- 
tion of labor was recommended. (J. Obst. ¢& 
Gynaec. Brit. Emp., 59:807, 1953.) 


A New Disease of Veins 


Durinc the fall and winter of 1950-51, Pearson saw 
twenty-two nurses who had a syndrome that defied 
identification. He called it phlebodynia because a 
common characteristic of all cases was severe pain 
and tenderness along the course of the superficial 
veins of one or more extremities. At sites of maxi- 
mum tenderness, cord-like structures could be felt. 
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When these were resected, the vein wall was found 
to be thickened but there was no thrombosis. 

Other symptoms were few and mild, but the pain 
and tenderness along the veins lasted a long time 
(up to several months). There was no response to 
various antibiotics nor to ACTH. Fortunately, how- 
ever, the disease was self-limited, and there were no 
residuals. (Circulation, 7:370, 1953.) 


Venous Pressure During Surgery 


Pierce, Boyan, and Masterson found that a fall in 
venous blood pressure was an earlier and more re- 
liable indicator of impending surgical shock than a 
fall in arterial blood pressure in patients undergoing 
radical operations. Venous pressure measurements 
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were made repeatedly (every five minutes) in a me- 
dian basilic vein, employing an apparatus shown in 
the accompanying diagram. The venous pressure 
manometer was refilled from the saline reservoir 
after each measurement, and between measurements 
saline was allowed to flow very slowly nto the vein 
in order to keep the tubing and_needle patent. Di- 
rections of flow were controlled by a three-way stop- 


cock. (Surg., Gynec. & Obst., 96:310, 1953.) 


Reactions to Antibiotic Troches 


In A controlled study of untoward reactions to anti- 
biotic troches, Kutscher and co-workers found that 
such reactions were common with each of the anti- 
biotics studied—penicillin, aureomycin, terramy- 
cin. Reactions were limited to the gastrointestinal 
tract and included nausea, flatulence, diarrhea (usu- 
ally with pruritis ani), taste disturbance, glossitis, 
and stomatitis. 

The incidences of reactions were 38 per cent for 
penicillin, 51 per cent for aureomycin, and 53 per 
cent for terramycin. Although the troches used in 
“control” patients provoked a lower incidence of 
similar reactions (the difference was statistically sig- 
nificant), the fact that these patients had such reac- 
tions seemed to indicate that symptoms are pro- 
voked in some patients by ingredients other than 
antibiotics in the troches. 

Notwithstanding the fact that untoward reactions 
to troches were seldom severe, the authors expressed 
the belief that the results constituted another potent 
argument against promiscuous administration of 


antibiotics. (J. Allergy, 24:164, 1953.) 


Roentgen Rays and Wound Healing 


TREATMENT of advanced malignancy has, in many 
instances, become a combined surgical and radia- 
tion problem. Radiation prior to surgery often in- 
creases the chance of cure, and tumors considered 
inoperable because of local extension may be con- 
verted by this means into lesions which can be re- 
moved surgically. Since the success of operation 
depends upon prompt and sound wound healing, 
however, Lawrence and his co-workers have carried 
out experiments to determine the effect of radiation 
upon the healing of wounds. 

Using female rats, a radiation dose of 1,920 r. 
was administered over the abdomen, centered in 
the midline. Surgical wounds were then produced 
at varying periods after the radiation, and the ten- 
sile strength of the wounds was tested by deter- 


mining the degree of force necessary to cause their 
separation. These tests showed that all wounds 
reached the maximal strength range eventually, 
although there was some delay in the rate of attain- 
ment of that strength in the irradiated wounds. 
Delay in healing was most noticeable in incisions 
receiving irradiation immediately or within one 
week prior to surgery. The difference in healing 
curves of tissues irradiated from three to twelve 
weeks prior to surgery was not great. 

The results suggested that healing of surgical 
wounds in recently irradiated tissue is impaired 
only in its rate of healing and not in the final 
wound strength. There appeared to be little or no 
practical advantage in delaying surgery more than 
three weeks after irradiation, and the presence or 
absence of erythema seemed to have little effect 
upon the rate of wound healing. (Surgery, 33:376, 
1953.) 


Rectal Tube Injuries 


In a discussion of rectal injuries, Cooper has pointed 
out that perforation of the rectum by an enema 
tube can occur without the use of unusual force, 
even in the hands of trained personnel. If the enema 
tip pierces the mucosa, a submucosal administra- 
tion of the enema results, which dissects up and 
around the rectum and urogenital outlet. An indo- 
lent slough results, with prolonged disability. 

Perforation of an enema nozzle into the peritoneal 
cavity is a rare surgical emergency and one which, 
if recognized early, can be treated with a low mor- 
tality. The catheter usually penetrates the intact 
bowel through the wall of the rectosigmoid. This 
location is common because the curve of the bowel 
directs the enema tip. The penetration can be made 
in normal people without the use of excessive force 
and the involved area is insensitive. When fluid is 
administered into the peritoneal cavity, however, 
immediate severe pain occurs, localized in the left 
side of the lower part of the abdomen. Since fecal 
contents are carried with the fluid, the cavity 
becomes grossly contaminated. 

Although mild shock may occur, many patients 
do not seek medical aid until the pain becomes in- 
tense. Later signs of infection and peritoneal irri- 
tation develop. These include abdominal tenderness 
and rigidity, and a roentgenogram may reveal the 
presence of air beneath the diaphragm. 

Immediate surgical exploration is indicated. At 
operation the perforation appears as a “powder 
burn” spot on the free surface of the sigmoid. 
Following closure of the perforation, if early opera- 
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tion has been performed, the abdomen may safely 
be closed without drainage. In delayed cases drain- 
age may be necessary. Antibiotics should be given 
postoperatively. 

The author reported three cases of perforation, 
two resulting from colostomy enemas. In all three, 
prompt recovery followed early operation. Although 
such injuries are unusual, the author recommended 
that nurses, patients, and other personnel should be 
warned of the danger. (Am. Surgeon, 19:270, 
1953.) 


Viral Hepatitis 


AccorDING to Stokes, there are good reasons for be- 
lieving that epidemic hepatitis (A) and homologous 
serum hepatitis (B) are caused by different viral 
agents. The chief differences are shown in the ac- 
companying table, modified from the original article. 
(Am. J. M. Sc., 225:349, 1953.) 


Contrast between viral hepatitis A and B. 


A 8 
Cross immunity . .... 
Protection by gamma globulin . . + 20 
Incubation period (days) . . . . 20-30 + 60-90 + 
Usualagerange ....... Below 30 years All ages 


Bacterial Endocarditis 


SUMMARIZING modern concepts of bacterial endo- 
carditis, Hunter pointed out that, in spite of wide- 
spread use of antibiotics, this disease is still preva- 
lent, and in spite of the increasing number of 
antibiotics available, the mortality from bacterial en- 
docarditis has not decreased appreciably in the past 
five years. The mortality stays around 30 per cent 
mainly because infection is not eradicated before 
irreparable damage has occurred in the myocardium 
or valves. Further improvement of results therefore 
depends upon earlier diagnosis and prompt, vigor- 
ous treatment. Also, reduction of the number of 
deaths (without reference to percentage of deaths) 
may be achieved by more diligent application of pre- 
ventive measures. 

For earlier diagnosis, Hunter stressed the im- 
portance of suspecting that bacterial endocarditis is 
present in any case in which fever and a cardiac 
murmur are found together. The diagnosis should 
not wait for more obvious developments—embolic 
phenomena, splenomegaly, clubbing of fingers, 
anemia. When bacterial endocarditis is suspected, 
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five or six blood cultures should be taken (one every 
hour if the situation seems urgent). 

In connection with therapy, Hunter stresses two 
facts mainly: (1) the advantages of using an inten- 
sive antibiotic regimen—particularly large doses of 
penicillin (10 to 15 million units a day) combined 
with streptomycin (1 to 2 grams a day), and (2) the 
comparative ineffectuality of the broad-spectrum 
antibiotics because they are bacteriostatic rather 
than bactericidal. 

The principal methods of prophylaxis include 
education of susceptible patients (those having 
rheumatic heart disease or congenital heart disease) 
(1) to seek medical attention promptly whenever 
they are not feeling well and particularly when they 
have fever for more than a few days; and (2) to the 
importance of penicillin prophylaxis whenever they 
are subjected to certain operative procedures, par- 
ticularly in the mouth, oropharynx, bowel, or gen- 
itourinary tract. (Mod. Concepts Cardiovasc. Dis., 
vol. 12, no. 4, April, 1953.) 


Dibenzyline for Hypertension 


DiBENZYLINE is another potent hypotensive agent to 
be added to the list of methods for treatment of 
severe hypertension. It acts by blocking sympathetic 
nerve impulses at the periphery and also blocks 
excitatory responses to epinephrine and related 
compounds, Miller, Ford, and Moyer used Diben- 
zyline in thirty-two cases of severe hypertension and 
compared results with those obtained from other 
methods of drug therapy. 

They reported that Dibenzyline reduced blood 
pressure significantly in about three-fourths of the 
patients, but its usefulness was limited because of 
disagreeable or dangerous side reactions—chiefly 
postural hypotension and tachycardia. The tachy- 
cardia was severe enough to provoke angina in sev- 
eral instances and congestive heart failure in one 
patient. Postural hypotension was responsible for 
annoying cerebral symptoms—lightheadedness, diz- 
ziness, inability to concentrate, forgetfulness. 

Dibenzyline was given four times a day by mouth. 
An effective dosage had to be worked out in each 
case individually. It ranged from 20 mg. four times a 
day to 360 mg. four times a day. 

Comparing Dibenzyline with other methods, the 
authors concluded that it was less effective than a 
combination of hexamethonium and Apresoline. In 
their opinion, it should be reserved for patients who 
are intolerant to or do not respond to these other 


drugs. (New England J. Med., 248:576, 1953.) 
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Ewing's Sarcoma 


Resutts of treatment of Ewing’s sarcoma are likely 
to be better with x-ray therapy than with attempts 
at surgical eradication, judging from an analysis of 
fifty cases by Wang and Schulz. Thus irradiation 
was at least as effective in terms of survival time, and 
it had the advantage of avoiding the mutilation that 
follows radical surgical procedures. 

The experience of these authors confirmed pre- 
vious impressions about Ewing’s sarcoma. It is a 
highly malignant, radiosensitive neoplasm that usu- 
ally involves bones in a location below the waist. 
The majority of patients are young people (two- 
thirds under 20 years of age in this series). The 
radiographic appearance of the tumor sometimes 
stimulates osteogenic sarcoma, and radiographically 
and clinically the disease often resembles tubercu- 
losis of bone. Present methods of therapy afford a 
chance for cure in about one case in ten. (New Eng- 
land J. Med., 248:571, 1953.) 


Prevention of Moniliasis 


PATIENTS undergoing treatment with broad-spec- 
trum antibiotics (aureomycin, chloramphenicol, 
terramycin) sometimes develop stubborn inflamma- 
tions of the mouth, pharynx, colon, anus, vulva, or 
vagina. Although the cause for these side effects is 
uncertain, the finding of Monilia albicans in associa- 
tion with the inflammations has led to the supposi- 
tion that they are forms of moniliasis. Knowing that 
undecylinic acid is fungicidal, Mountain and Kru- 
menacher tried it for prevention of the above-men- 
tioned side effects of antibiotic therapy. 

They suggested a dose of one capsule (0.44 Gm.) 
of undecylinic acid for each 250 mg. of antibiotic. 
They found that the incidence of so-called monilial 
complications was 26.7 per cent in forty-five control 
cases, while there were none of the complications in 
the twenty patients who took undecylinic acid along 
with an antibiotic. (Am. J. M. Sc., 225:274, 1953.) 


Tuberculous Pericarditis 


IN KEEPING with the over-all good effect of anti- 
microbial therapy upon mortality from tuberculosis 
of all types, Shapiro and Weiss found that strepto- 
mycin reduced mortality and prolonged life in cases 
of tuberculous pericarditis. This variety of tuber- 
culosis occurred almost exclusively in Negroes, usu- 
ally responded slowly to drug therapy, and had a 
bad prognosis when accompanied by serious tuber- 


culous complications (meningitis, peritonitis). The 
authors emphasized that long-term results remain to 
be determined in patients who show a good imme- 
diate response to antimicrobial treatment. (Am. J. 


M. Sc., 225:229, 1953.) 


Treatment of Chronic Osteomyelitis 


Jupicious combination of medical and _ surgical 
methods now affords a good outlook for healing in 
cases of chronic osteomyelitis. Recently Bickel, 
Bateman, and Johnson reported their results with 
thirty-six patients having chronic hematogenous 
osteomyelitis. The essentials of their plan of treat- 
ment were (1) preoperative and postoperative ad- 
ministration of antibiotics (usually penicillin), (2) 
excision of as much of the diseased bone and soft 
tissue as possible, and (3) packing of the bone cavity 
with bone chips. In some cases this type of bone 
grafting was done immediately and the wound was 
closed, while in other cases the wound was packed 
open for a few weeks before bone chips were inserted. 

In twenty-eight of thirty-six cases the plan of 
treatment was successful in that wounds healed and 
stayed healed during adequate follow-up periods. 
Factors that seemed to militate against a successful 
result were (1) use of homogenous (bone bank) 
instead of autogenous (iliac crest) grafts, (2) infec- 
tion with “resistant” bacteria, (3) imperfect skin 
closure of wound, and (4) inaccessible bone cavities 
or Cavities in juxtaposition to joint cartilage. (Surg., 


Gynec. & Obst., 96:265, 1953.) 


Tracheotomy in Surgical Patients 


In AN evaluation of tracheotomy in acutely ill surgi- 
cal patients, Colvin and Morrison emphasized that 
this method should be used early in cases in which 
it is anticipated that local lesions or ineffective cough 
could provoke airway obstruction that cannot be 
effectively relieved by medical methods. They listed 
specific indications for tracheotomy, as follows: 

1. Coma or severe stupor due to cerebral injury 
or other disease. 

2. Severe and massive injuries of head and neck 
with tenderness and edema of oropharynx. 

3. Penetrating and crushing injuries of trachea. 

4. Radical operations on head and neck. 

5. Postoperative states in which cough is ineffec- 
tive and the tracheobronchial tree inadequately 
cleared by tracheal aspiration or by frequent bron- 
choscopy. 

6. Likelihood of pulmonary complications in pa- 
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tients with advanced pulmonary disease who under- 
go major surgery. 

7. Certain thyroid operations in which there is 
reason to anticipate postoperative obstruction of 


airway. (Surg., Gynec. @& Obst., 96:338, 1953.) 


So-called Angioneurotic Edema 


AFTER studying 132 patients having so-called angio- 
neurotic edema, Bruun concluded that this designa- 
tion of the syndrome was objectionable. Specifically 
he did not like the “neurotic” part of the term, 
since he found little to suggest that these patients 
were neurotics. In 55 per cent of the patients an 
allergic etiology was demonstrated, and in an addi- 
tional 18 per cent, an allergic origin was probable. 
In the remaining 27 per cent, the cause of the dis- 
order was not demonstrated. 

Because of the prevalence of an allergic etiology, 
Bruun expected that this syndrome may eventually 
be called “‘allergic edema.” Meanwhile he suggested 
that some more neutral term be countenanced 
(Quincke’s edema, circumscribed edema, or angio- 
edema). Incidentally, of the seventy-three patients 
in whom an allergic etiology was demonstrated, 
thirty-eight had a drug allergy—aspirin and bar- 
biturates leading the list of offending agents. (J. 
Allergy, 24:97, 1953.) 


Inactivation of Antibiotics 


CaTIon exchange resins combine with any substance 
that has a positive charge or is amphoteric. Recently 
Friedman, Zuckerman, and McCatty studied the 
effect of the resins on antibiotics in vitro. They found 
that dihydrostreptomycin, terramycin, and aureo- 
mycin were inactivated. Penicillin and chloram- 
phenicol were not affected. (Am. J. M. Sc., 225:399, 
1953.) 


Isoniazid and Iproniazid 


SetikorF, Robitzek, and Ornstein studied a group of 
sixty-five patients who had been under therapy with 
iproniazid or isoniazid for sixteen to forty-four 
weeks. Significant central nervous system side ef- 
fects developed during the six-week period of ob- 
servation after therapy had been stopped. The inci- 
dence was considerably higher and the severity of 
the reaction considerably greater with iproniazid 
than with isoniazid. 

The withdrawal symptoms included headache, 
insomnia, vertigo, exaggerated dreaming and night- 
mares, nervousness, depression, irritability, in- 
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creased hyperreflexia, drowsiness, diarrhea, weak- 
ness, and pruritus. In the two out of nine patients 
previously treated with isoniazid, headache was the 
only complaint on withdrawal of the drug. The 
symptoms continued with decreasing intensity for 
periods up to six weeks, although they usually 
abated considerably in one week. Observations in 
other patients indicated that when therapy was dis- 
continued in a gradual manner over periods of three 
to four weeks, withdrawal symptoms were prevented. 


(Am. Rev. Tuberc., 67:212, 1953.) 


Fascial Repair of Visceral Defects 


OccasioNnALLy during abdominal operations, sur- 
geons are confronted with the task of closing defects 
in hollow viscera in the face of poor or insufficient 
tissue for closure. In an experimental study of this 
problem, DeMuth used fascia from the rectus sheath 
to close large defects in dogs’ viscera. These autog- 
enous grafts gave firm union and readily became 
epithelialized. (Surg., Gynec. & Obst., 96 :305, 1953.) 


Vitamin K, for Hypoprothrombinemia 


Bannon, Owen, and Barker compared the effects of 
menadione sodium bisulfite and vitamin K, in cor- 
recting hypoprothrombinemia produced by Dicu- 
marol. They confirmed that vitamin K, was the 
more effective agent and found that a single 250 mg. 
dose given orally corrected the hypoprothrombi- 
nemia within twenty-four hours, regardless of the 
duration of anticoagulant therapy or the amount of 
Dicumarol that had been given. (J. Lab. & Clin. 
Med., 41:393, 1953.) 


Bed Rest in Minimal Tuberculosis 


APPROXIMATELY 28 per cent of 589 patients with ac- 
tive uncomplicated minimal pulmonary tuberculosis 
showed evidence of progression to advanced disease 
during a twenty-year follow-up period. These pa- 
tients were studied at Trudeau Sanatorium where 
modified bed rest means approximately twenty to 
twenty-one hours a day reclining in bed or on a 
chaise longue. 

The best results were found in patients who were 
34 years and over at the onset of their disease. The 
results were significantly less favorable the more 
extensive the minimal involvement, as measured on 
the admission film. The sex, location of disease, 
duration of modified bed rest, duration of sana- 
torium residence, and duration of time away from 
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full employment bore no demonstrable relationship 
to later progression. 

In this series there was a 5 per cent tuberculosis 
mortality in twenty years. The high incidence of 
progressive disease justifies a search for a more de- 
pendable form of treatment for minimal tubercu- 
losis than modified bed rest, according to Mitchell. 
(Am. Rev. Tuberc., 67 :401, 1953.) 


Bed Rest in Pleural Effusion 


ONE HUNDRED and ninety-four patients with pri- 
mary tuberculous pleurisy with effusion, with and 
without minimal pulmonary infiltration, were treated 
with modified bed rest and followed for five to 
twenty-five years after discharge. 

In this group of patients there was a 24 per cent 
cumulative rate of tuberculosis reactivation and a 
5 per cent cumulative tuberculosis mortality in 
twenty years. Most of the initial reactivations of 
tuberculosis occurred within five years after dis- 
charge. The duration of modified bed rest and the 
length of sanatorium residence bore no relationship 
to the incidence of reactivation of tuberculosis, 
according to Mitchell. (Am. Rev. Tuberc., 67:421, 
1953.) 


Rest Therapy in Tuberculosis 


Because of favorable developments in drug treat- 
ment and surgical treatment of pulmonary tubercu- 
losis, the question of the need for prolonged rest in 
bed has been raised. The Committee on Therapy of 
the American Trudeau Society suggests that in the 
present stage of development, reduction in the 
amount of rest therapy is not indicated. Where re- 
duced amounts of bed rest are being tried, it is for 
the purpose of study and is not to be regarded as 
standard acceptable practice. (Am. Rev. Tuberc., 67: 
679, 1953.) 


Coccidioidomycosis and Tuberculosis 


STEIN reports fifteen cases of co-existing pulmonary 
coccidioidomycosis and tuberculosis. In these pa- 
tients the tuberculosis was no more severe than 
usual, and the treatment was directed exclusively 
at the tuberculosis. In the author’s opinion cocci- 
dioidomycosis does not predispose to tuberculosis. 
In support of this he states that relatively few of the 
many cases of coccidioidomycosis which occur in 
endemic areas subsequently develop tuberculosis. 
(Am. Rev. Tuberc., 67 :477, 1953.) 


Treatment of Slowly Resolving Pneumonia 


In Two cases of slowly resolving pneumonia, Miller, 
Surmonte, and Long used Streptokinase and Strep- 
todornase by the intrabronchial route. Excellent 
results were obtained. 

The authors recommend that a bronchoscopic 
examination should always precede the use of 
these agents because a bronchiogenic carcinoma 
may be responsible for the pulmonary infiltration. 
They also feel that these therapeutic agents should 
not be used when there is active pulmonary tuber- 
culosis, in order to avoid possible bronchiogenic 
spread of the disease. (Dis. of Chest, 23:149, 1953.) 


Rupture of Blood Vessels by Exertion 


ALTHOUGH it is well recognized that blood vessels 
weakened by disease may rupture spontaneously or 
after physical exertion, little has been written of the 
rupture of normal blood vessels under definite phys- 
ical strain. Guy and Wichowski have reported a 
group of cases in which the blood vessels appeared 
to be normal, but rupture with hematoma formation 
followed physical exertion. 

One of the common sites for such hemorrhage is 
from the inferior or deep epigastric artery. The 
authors gave as an example a 46-year-old woman 
who suddenly tripped while carrying a heavy basket 
of wet clothes and maintained her balance only with 
difficulty. She felt immediate pain in the abdomen, 
relieved in part by flexion of the body and thighs. 
She became nauseated and vomited. On admission 
to the hospital there was board-like rigidity of the 
abdominal muscles. On the following day a poorly 
outlined mass was palpable over the lower part of the 
right rectus muscle. This mass was explored and a 
large hematoma, found between the right rectus 
muscle and the peritoneum, was evacuated. No defi- 
nite tear of the muscle or epigastric vessels could be 
found. The correct diagnosis in such cases is fre- 
quently confused with incarcerated hernia, tumor, 
ovarian cyst, intestinal obstruction or perforation. 
The physical exertion required to produce the 
hemorrhage may be of mild degree. 

The next most common site of blood vessel rup- 
ture is in the lower extremities. The authors cited 
the case of a 60-year-old man who took a particularly 
vigorous swing with a golf club and felt sudden pain 
along the posteromedial aspect of the right thigh. 
A tender, hard swelling developed a few hours later 
and increased to the size of a tennis ball. Hemor- 
rhagic discoloration appeared five days later. 
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Other common sites of this injury are in the low 
back, calf, shoulder girdle, and inner aspect of the 
upper arm. The diagnosis usually is not made until 
ecchymosis appears. Rupture of nasal and conjunc- 
tival vessels from violent coughing is frequently ob- 
served, and four cases have been reported of mesen- 
teric or subperitoneal hemorrhage. 

Although arteriosclerosis and other degenerative 
changes in the media, vitamin A and C deficiencies, 
and blood dyscrasias have been blamed for such 
blood vessel ruptures, the authors believe that 
strenuous physical exercise can and occasionally 
does cause tearing of normal arteries and veins. The 
rapidity of development of symptoms depends upon 
the size of the vessel injured. With the aid of the 
x-ray, electrocardiograph, oscillometer, and thermo- 
couple, correct diagnosis of this condition may be 
made more easily than in the past, and serious 
medicolegal complications avoided. (Am. J. Surg., 
85 :418, 1953.) 


Surgery in Diverticulitis 


Lewis and Hurwitz reviewed ten cases of bowel re- 
section for diverticulitis and stated that in this 
disease surgical resection of the involved area of the 
colon seems to offer the greatest hope for cure with 
the lowest mortality and morbidity rate. Although 
the treatment of diverticulitis in the past has been of 
a medical nature unless complications such as per- 
foration with abscess or obstruction occur, the 
authors demonstrated that under treatment with 
sulfonamides, antibiotics, and a low residue diet, 
pathologic findings indicated that the acute inflam- 
mation subsided rapidly. Irreversible chronic in- 
flammatory changes occurred, however, which pre- 
disposed the patient to repeated attacks. 

Six of the patients in their series were treated 
immediately by antibiotic therapy, and when the 
inflammatory process had subsided, a wide resec- 
tion of colon was performed. The best results were 
obtained when a considerable length of bowel was 
removed. They recommended removal of the re- 
dundant sigmoid to prevent stasis and subsequent 
inflammation, since a straight tube can empty readi- 
ly. Although residual diverticuli were present in all 
of their resected patients, there was no return of the 
diverticulitis. Open anastomoses were performed. 

In six cases resection was performed without a 
proximal diverting colostomy, but in the treatment 
of such complications as perforation, obstruction, 
and fistula formation, a colostomy was recom- 
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transverse colon. Since a cecostomy does not ade- 
quately divert the fecal stream it was not recom- 
mended. The authors urged earlier surgical inter- 
vention with wide resection of the diseased segment 
and the redundant sigmoid as the ultimate goal in 
the treatment of this disease. (Surgery, 33:481, 
1953.) 


Suspension-Fixation for Rectal Prolapse 


A review of fifty-six patients treated by a suspen- 
sion-fixation operation for complete rectal prolapse 
has been reported by Pemberton and his associates. 
Treatment of this distressing condition has been 
unsatisfactory by the various methods previously 
employed. Since the most important predisposing 
factor in its development is an abnormally loosely 
attached rectum, Pemberton has felt that if the 
rectum could be mobilized freely, drawn upward, 
and the entire colon maintained in this elevated 
position, scarring would fix the bowel in the proper 
position. Consequently an operation was devised 
which consists in complete mobilization of the 
rectum through an abdominal approach down to 
the tip of the coccyx, and elevation with temporary 
fixation of the pelvic colon in a higher position by 
suturing it to the peritoneum of various portions of 
the abdominal and pelvic walls. Care is taken to 
avoid injury to the mesenteric vessels and ureters, 
and the peritoneum of the pelvis is closed to cover 
all raw surfaces. Patients receive a three-day pre- 
operative preparation with aureomycin or terra- 
mycin, and an anticonstipation regimen is observed 
postoperatively to avoid straining. 

Forty-four of the fifty-six patients were traced 
for a minimum of two years (average 5.6 years). 
There were five recurrences of varying degrees—a 
recurrence rate of 11.4 per cent. This compares 
with a recurrence rate of 63 per cent by the Mosch- 
cowitz operation, 33 per cent by other abdominal 
operations, and 57 per cent by perineal operations 
performed at the same clinic. (Ann. Surg., 137 :478, 
1953.) 


Surgery of Skin Cancer of the Face 


LockuarD has reviewed methods of treatment for 
various skin lesions of the head and neck, and be- 
lieves that in many types, primary surgical removal 
offers definite advantages. In moles containing pig- 
ment, surgery provides a pathologic specimen for 
biopsy. Without a biopsy the differentiation be- 
tween a blue nevus, a pigmented basal cell car- 
cinoma, and a malignant melanoma may be ex- 
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the electric needle in pigmented lesions of the skin, 
since metastatic malignant melanoma has frequent- 
ly been reported following such therapy. 

He recommends that moles about the head and 
neck be removed if they are subject to trauma, and 
that all nonhairy, deeply pigmented nevi should be 
excised. In lesions involving the eylids, irradiation 
may be preferable, although the presence of ectro- 
pion is an indication for surgery since both the 
lesion and the deformity can be treated at once. 
Excision is also recommended for benign surface 
lesions such as cysts, fibromas, and keloids and for 
some keratoses if a bleeding base, induration, 
or thickening is present. Many keratoses, however, 
can be controlled by the daily use of nonmedicated 
white Vaseline. 

Whenever primary closure is not possible, such 
as on the surface of the nose or in the nasolabial 
fold, full thickness skin grafts can be applied easily. 
If the grafts are handled carefully without injury, 
such procedures can be carried out in the office. 

Although primary removal of cancers of the lower 
lip can be performed by a V-excision, this is not 
practical if the lesion is more than one-third the 
length of the entire lip. In lesions of such width, 
radio-therapy is indicated or wider excision with 
the shifting of flaps. 

In lesions of the external ear, cautery or irradia- 
tion may cause damage to the cartilage. Here ellip- 
tical or wedge excisions are preferable. Painful nod- 
ules of the ear can also be excised and the wounds 
closed primarily. 

The author emphasizes the hazards of treating 
skin lesions without biopsy studies, and especially 
condemns the use of escharotics, pastes, and the 
electric needle. (Am. Surgeon, 19: 361, 1953.) 


Shock from Adrenal Cortical Failure 


Tayior and his co-workers have reported six cases 
of shock following operation or delivery, which were 
proven to be due to acute adrenal cortical failure. 
Three of these patients died, and autopsy indicated 
adrenal cortical insufficiency as the cause of death. 
Three were treated and survived. 

Adrenal cortical failure may be primary, due to 
disease or disturbed physiology of the adrenal 
gland, or secondary due to inadequate secretion of 
adrenocorticotrophic hormone. The adrenal gland 
regulates the distribution and excretion of elec- 
trolytes, plays an important role in the anabolism 
and catabolism of fats, and has an effect upon the 
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circulating eosinophils and the lymphoid and 
thymus tissues. The gland reacts to stress by re- 
sponding to combat the effects of the stimulus. It 
then enters a stage of resistance which finally, in 
response to continuing stress, ends in a state of 
exhaustion in which adaptation to the stimulus is 
lost. It is in this stage that postoperative cortical 
failure may occur. 

In addition to patients with Addison’s disease 
or functioning adrenal cortical tumors, several 
types of patients are possible candidates for an 
adrenal crisis. Included are patients with known 
tuberculosis who show excessive weakness, pig- 
mentation, and gastrointestinal symptoms; those 
with chronic nephritis with a low serum sodium, 
who improve dramatically on a high salt diet; any 
dark-skinned patient whose normal pigmentation 
may mask that seen in adrenal insufficiency; and 
patients in prolonged shock-like states following 
surgery, trauma, or illness. Diagnostic signs of 
adrenal cortical failure include delayed shock which 
does not respond to blood replacement, marked 
hypotension, rapid pulse, cyanosis of the fingers and 
toes, profuse sweating, extreme thirst, fever, mental 
confusion, oliguria, and a cold, clammy skin. 

Treatment of this condition should be vigorous 
and includes, in addition to specific therapy, the 
administration of parenteral fluids, plasma, or 
blood to increase the blood volume; vasopressor 
substances for hypotension; and the administration 
of glucose and electrolytes, particularly sodium 
chloride. In addition the authors recommend 
desoxycorticosterone acetate, 10 mg. intramuscular- 
ly, repeated in tweve hours, followed by the daily 
administration of 10 mg. of the same drug in oil, 
until the crisis is passed. Cortisone, 100 mg., should 
immediately be given intramuscularly, followed by 
50 mg. each six hours until the crisis is passed. 
Thirty cc. of adrenal cortical extract is given intra- 
venously immediately, followed by an additional 30 
cc. within the next twelve hours. The authors em- 
phasize, however, that shock due to adrenal cortical 
insufficiency must not be confused with that follow- 
ing hemorrhage, atelectasis, and other causes. 


(Am. J. Obst. & Gynec., 65:720, 1953.) 


Isoniazid for Sarcoidosis 


IskAEL, Sones, and Harrell administered isoniazid 
or iproniazid to nine patients having sarcoidosis. 
Their study indicated that neither of these drugs 
was effective in this disease. (Am. Rev. Tuberc., 67: 
671, 1953.) 
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Appetite Control by Drugs 


Q. What are the relative values, as well as the relative advantages 
and disadvantages, of amphetamine, dextro-amphetamine, and 
N-methylamphet as used in controlling the appetite in the 
reducing pills so widely used at present with low calorie diets? 


A. It appears that the most generally used drugs 
for controlling appetite are amphetamine and dex- 
tro-amphetamine. Of the two, dextro-amphetamine 
is the superior, and in my opinion is superior to 
N-methylamphetamine. The following literature ref- 
erences are pertinent to the use of dextro-ampheta- 
mine in controlling the appetite : 

The observation of Ahokas et al. compares favor- 
ably with earlier work by Ivy and his associates. 
They found that Dexedrine administered parentally 
to dogs would convert a sense of hunger to one of 
satiety. This prevailed in the animal after denerva- 
tion of the extrinsic nerves to the stomach and in- 
testines. Such animals retained the characteristics 
of jealousy and selfishness. They would snatch food 
from the animals in neighboring cages and take it to 
their own, but would not eat it. From data available 
it appears that Dexedrine curbs the learned or con- 
ditioned aspects of one’s desire for food, the appe- 
tite. This is a function of the higher cerebral centers. 
Hunger, however, which is an unconditioned, in- 
stinctive desire for food, likely controlled by hypo- 
thalmic centers, is not markedly affected by Dexe- 
drine. 

Edwards and Swyer (1951) in the University Col- 
lege Hospital of London, conducted a carefully con- 
trolled weight reduction experiment for four months 
on twenty-four patients. Their controls received a 
1,000 calorie per day food intake. Another group 
received this same food intake plus 5 mg. of Dexe- 
drine three times a day. A third group on the same 
caloric diet had 50 mg. of thyroid added three times 
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a day. The patients receiving thyroid lost no more 
weight than the control group. Those with Dexe- 
drine showed a significantly greater weight loss than 
the control patients. Since the caloric intakes were 
the same, the questions of appetite and satiety were 
not involved in the experiment. These observers 
attribute the effect of Dexedrine possibly to brighter 
spirits and a concomitant increase in energy ex- 
penditure. 


Anticoagulants in Myocardial Infarction 


Q. Having been one of the first to use anticoagulants in the treat- 
ment of myocardial infarction, | find myself quite isolated by now 
in using Dicumarol in our hospital. What is the present status of 
such therapy? 


A. There are today two schools of thought re- 
garding the routine use of anticoagulant therapy for 
the treatment of myocardial infarction. The Com- 
mittee on Anticoagulant Therapy of the American 
Heart Association has made a final report to the 
effect that it is indicated in every case in which the 
diagnosis of myocardial infarction is suspected. An- 
other school headed by Russek believes that there 
are many cases termed “good risk” cases in which 
anticoagulant therapy need not be used. These are 
essentially cases in which there is little or no shock 
attending the onset of the infarction. 

There is no question, of course, that anticoagu- 
lant therapy has reduced the incidence of embolic 
phenomena and the mortality resulting therefrom. 
More than 45 per cent of cases of myocardial infarc- 
tion are associated with mural thrombi, usually in 
the left ventricle. These are potential sources for 
embolization. These thrombi form early in the course 
of the infarction and, if anticoagulant therapy is in- 
situted promptly at the very onset, many of them 
can probably be prevented. Furthermore, in pa- 
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tients with acute coronary occlusion, there is a tend- 
ency for thrombi to form in the tibial veins. This is 
actually the most common site for the origin of em- 
boli which go to the lungs, and embolic phenomena 
in the lungs are the most common form of emboli in 
cases of myocardial infarction. 

It is, therefore, up to each physician to decide 
which school of thought he cares to follow. The de- 
cision depends to some extent upon the facilities 
available for proper anticoagulant therapy. It is nat- 
urally an expensive matter, particularly since many 
patients with myocardial infarction can be taken 
care of easily at home from the very onset. 


Recurrence of Lactation 


Q What could cause a woman to lactate in both breasts four years 
after her child was born? The breasts, pelvis, and all other findings 
are negative. 


A. In the majority of women whose breasts begin 
to secrete several years after childbirth, no cause 
can be found for recurrent lactation. Such a symp- 
tom suggests hyperactivity of the pituitary chromo- 
phobic cells. X-ray examination of the sella turcica 
and visual field studies are indicated to rule out 
pituitary tumor. 

While it is unrelated to the problem cited above, 
stimulation of the breasts by nursing another infant 
will produce lactation even though the patient has 
not recently given birth to an infant. 


Treatment of “‘Grippe”’ 


Q. Is sulfathiazole inactivated by penicillin? In cases of grippe | 
often give sulfathiazole (0.5 Gm. every three hours) and at the 
same time administer intramuscularly penicillin-G in procaine and 
oil, 300,000 units. Please advise. 


A. I know of no evidence that sulfathiazole is 
inactivated by penicillin. However, this question 
raises several other questions. Sulfathiazole has 
been dropped from the W.N.R. and, consequently, 
one may question whether this drug should be used 
at all. Secondly, the term, “grippe,” is generally 
applied to a vague clinical state which usually falls 
into the proven or suspect viral category rather than 
into the bacterial respiratory diseases. There is no 
evidence which would support the use of either a 
sulfonamide or penicillin as being specifically effec- 
tive in diseases due to viral agents. 

It is my own feeling that patients with the diag- 
nosis of grippe are best treated with bed rest and 
general symptomatic measures rather than with 
antimicrobial drugs. However, secondary bacterial 


infections may occur and in that case, specific thera- 
peutic agents should be used with the choice being 
made either when the specific infectious agent has 
been determined or at least with the knowledge of 
what bacteria are occurring in one’s community. 


Reactions to Serum and Toxoid 


Q. How are allergies to serum and toxoids treated? How long will 
such allergies last? 

A. The inquirer undoubtedly refers to reactions 
from serum and toxoids. There are several kinds: 

1. The local reaction consisting of edema, redden- 
ing, and often, considerable pain which may last for 
two to four days. This is clinically insignificant al- 
though it may cause great discomfort. 

2. The constitutional reaction or allergic shock, 
sometimes called accelerated serum sickness. It 
starts within seconds to hours after the injection. If 
it does not occur immediately, the symptoms usual- 
ly clear up within a few hours. Epinephrine is most 
effective, antihistaminics useful. A tourniquet 
should be applied above the site of injection. 

If the reaction occurs immediately, it may be ser- 
ious and even fatal. In treating this reaction, speed 
is most essential in administering epinephrine, 
aminophylline, and antihistaminics intravenously. 

3. Serum sickness. This starts five to nine days 
after the injection and displays urticaria, leukocy- 
tosis, joint swellings, etc. It may occur in nonaller- 
gic cases, and it can persist for weeks and, rarely, 
for years. Development of pulmonary infiltrations, 
and cardiac and kidney pathology may ensue. 
Cortisone and ACTH are the treatment of choice. 
Urticaria can be controlled by epinephrine, ephed- 
rine, and antihistaminics. 


Large Doses of Benzedrine 


Q. A patient of mine has been taking Benzedrine up to a total of 
60 mg. daily for fatigue. She is a new patient and claims that she 
has no interference with either appetite or sleep. Are there any 
physiologically harmful effects as the result of this dosage? 


A. This drug in such doses may lead to per- 
sistent elevation of blood pressure, urinary reten- 
tion with difficulty in micturition, and tachycardia. 
All the effects are reversible when the drug is dis- 
continued. A daily dose of 60 mg. is quite large, but 
doses of that order are commonly used in the treat- 
ment of narcolepsy. The patient in question is ap- 
parently quite tolerant, since such large amounts 
produce in her neither changes in appetite nor 
wakefulness. There is risk of acquired dependence. 
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HIPPOCRATES HAS VITAL 


MEANING FOR PHYSICIANS 


BY HERBERT RATNER, M.D. 


*‘Wuy is it that doctors, although they admire Hip- 
pocrates, do not read his writings, or if by chance 
they do, do not understand them, or if they have 
the good fortune to understand them, do not put 
their principles into practice and develop the habit 
of their use?” It was six centuries after Hippocra- 
tes that the great Galen asked this of his contempo- 
raries in an address entitled ““That the Good Phy- 
sician Is a Philosopher.” 

The timelessness of Galen’s observation is in part 
communicated by his reference to a perennial sports 
event: “The fate reserved for the majority of ath- 
letes who, while aspiring to win victory in the Olym- 
pic games, do nothing in order to attain it, applies 
equally well to the majority of doctors. These last, 
indeed, praise Hippocrates, regarding him as first 
in the art of healing, yet they do everything except 
what should be done to resemble him.” 

The timelessness is better substantiated by the 
high role Hippocrates has played through the ages. 
It is of note that when William Harvey, M.D., fellow 
student of Galileo, was graduated from the Univer- 
sity of Padua in 1602, he was responsible in his final 
examination for an hour’s discourse on any one of 
the aphorisms of Hippocrates. 

Today many diverse tributes are to be found 
which are not simply historical in interest, but con- 
temporary, as if Hippocrates held the answers to 
some of our urgent problems. A. C. Ivy, medical 
scientist and educator, has this to say: 

**Though I had been in medicine for thirty years, 
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I realized for the first time at the Niirnberg trials 
the full meaning of the contributions of Hippoc- 
rates and his school to medicine and human wel- 
fare. Hippocrates contributed the scientific phi- 
losophy of medicine as we know it today. . . . He 
contributed a technical philosophy when he taught 
that diligence, accuracy, thoroughness in observa- 
tion and skill were essential for success in the prac- 
tice of medicine. He apparently realized that a 
scientific and technical philosophy of medicine 
could not survive through the ages unless it was 
associated with a sound moral philosophy. One 
cannot conceive of a sound society with medicine 
that does not have a sound moral philosophy.” 
Again, an astute observer and practitioner of 
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medicine, Bernard Aschner, has written, ‘Today 
Hippocratism is still the worshiped ideal of edu- 
cated physicians. But during the last hundred 
years it has remained more or less lip-service.” An 
actively practicing physician, he indicts modern 
medicine in these terms: 

**Through the whole history of medicine there 
runs, like a bright thread, a more or less permanent 
struggle between two principal tendencies—empiri- 
cism and rationalism. The former, or empirical 
trend, lays its emphasis on helping and the cure of 
the sick. The latter, or rationalistic trend, lays its 
main emphasis on ‘scientific’ explanations for the 
causes of disease and the methods of treatment. 

He continues: 

**Today we are living once more in such an era 
of extreme intolerant rationalism. We can see the 
displacement of simple, valuable—nay, fundamen- 
tai and indispensable—traditional methods of heal- 
ing in favor of a more sophisticated, theorizing, ex- 
perimental and technical trend, guided by an exag- 
gerated application of such auxiliary sciences as 
physics, chemistry and physiology. This trend has 
even gone so far that established clinical experience 
has been replaced by the (neorationalism) of nat- 
ural science.” 

He further observes: 

“Nor is this state of affairs a mere academic prop- 
osition, since it influences decisively the fate of the 
sick. . . . Moreover, our up-to-date medicine is 
wavering between the therapeutic nihilism of in- 
ternal medicine and a too-far-reaching operative 
radicalism in the surgical branches.” 

He asks for a return to Hippocratic principles. 

A third tribute indicating an additional dimen- 
sion of Hippocrates’ message for us was expressed 
by the present writer at a recent convocation for 
medical students and faculty members: 

‘Hippocrates, the Father of Medicine, knew thor- 
oughly that humanistic studies and piety in a phy- 
sician were not a substitute for technical knowledge. 
But as a leading educator, he also knew, as few do 
today, that the intimate and complex relationship 
between one human being, the physician, and an- 
other human being, his sick charge, necessitated 
something above and beyond, something more in- 
clusive and comprehensive than the pinning on of 
disease labels, and the execution of their attached 
medical and surgical recipes. This comprehension 
is manifest throughout his works in his persistent 
concern for what pertains to the whole of the pa- 
tient. He would have been aghast at the notion that 
the newest of our specialties is psychosomatic med- 


icine, that the patient ever could have been thought 
of as anything other than a person, an inseparable 
unit of psyche and soma! He would have held with 
St. Thomas (against the Cartesian duality that per- 
vades contemporary thought) that ‘since the soul is 
united to the body as its form, it must necessarily 
be in the whole body, and in each part thereof.’ ” 

As we have seen, there is professional witness to 
Hippocrates’ capacity for making contributions of 
perennial value. We also have another type of wit- 
ness—perhaps a more provocative type. This is the 
witness of a public as it reflects and cogitates on its 
collective experience. The testimony is negative; 
it arises from a sense of disharmony or disruption, 
an awareness of a deficiency or hidden hunger that 
permeates our seemingly robust present-day med- 
icine. To bring these thoughts into sharper focus, 
to evoke any latent discontent with contemporary 
medicine should prove valuable in a true apprecia- 
tion of Hippocrates, especially when one reads the 
works of the father of medicine. All readers of Hip- 
pocrates are patients, potential or actual. They 
should be concerned with medical tradition, for 
they are the ultimate gainers or losers. 

Furthermore, the more vivid the critical insights 
that arise from one’s reflections, the better the back- 
ground for a reading of Hippocrates. And vividness, 
like a cure, often can be best achieved by highlight- 
ing the defects rather than the assets in the back- 
drop of our living experiences. Everyone applauds 
the rescue of men and women from premature 
death and the sharp reduction in mortality rates 
which modern medicine has achieved. But even 
these accomplishments make more manifest the 
anxieties and morbidities of the living. Let us view, 
then, the panorama of modern medical practice and 
sharpen our vision by characterizing—or caricatur- 
ing, as the case may be—the dissatisfactions we feel. 

We see patients’ stomachs turned into apothe- 
caries’ crucibles, and the patients perversely enjoy- 
ing it; the substitution of varishaped and varicolored 
pills for knife-and-fork nutriments—the tasteless for 
the tasteful; the push-button electric shock-therapy 
approach to the psychiatric manifestations of our 
age; neurosurgeons competitively solving personal- 
ity difficulties by whittling away irreplaceable brain 
tissues. We see surgeons displaying their skills in 
removing so-called nonvital organs, and an increase 
of medical literature on iatrogenic illnesses. 

We witness the growth of highly technical assem- 
bly-line medical centers; the disappearance of the 
humanly sensitive person—the family physician— 
and his replacement by the automaton concentrat- 
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ing on the mechanically sensitive X ray, electro- 
cardiography and laboratory procedures; complexi- 
ties of treatment substituting for simplicities, for no 
other reason than that they are complex and duly 
impress physicians and patients alike; overspecial- 
ization and the consequent decline of the general 
practitioner; the false separation of the patient’s 
ailment from the ecological environment of home, 
work and human association. 

Finally, we see the veterinarian approach replac- 
ing the anthropomorphic approach, with growing 
confusion as to man’s dignity and destiny; the per- 
verse transmuting of normalities into abnormalities, 
as in obstetrics and pediatrics, and, in general, the 
over-all substitution of scientism for nature’s norms 
and goals. 

Confronted with such a picture, we suspect, to 
borrow a phrase from T. S. Eliot, that today we 
have answers for everything but exact ideas about 
nothing. 


Modern Man Over-stimulated and Fearful 


Our insensitivity to tradition and its wisdom is 
not without effect. It gives us modern man, who 
goes through life with fear of death; who, fearing 
death, expends his health in hypochondriacal dis- 
tress; who becomes a vitamin-taking, antacid-con- 
suming, barbiturate-sedated, aspirin-alleviated, 


weed-habituated, alcohol-inebriated, benzedrine- 
stimulated, psychosomatically diseased, surgically 
despoiled animal. Nature’s highest product becomes 
a fatigued, peptic-ulcerated, depressed, sleepless, 
headachy, nicotinized, overstimulated, neurotic, 
tonsilless creature. 

The reader can judge best to what extent such a 
characterization is a caricature. In any case, it 
should heighten our sensibility and increase our 
docility to Galen’s warning that, though we praise 
Hippocrates, we do not read him or do not under- 
stand him or do not put his principles into practice. 
Reading Hippocrates may reward us with unex- 
pected and needed insights. 

In an age when patients markedly dictate the 
forms of medical practice, there is a certain appro- 
priateness in the fact that Galen was speaking to 
laymen as well as physicians. The Hippocratic 
physician recognized the need for the layman to be 
educated. And, as Jaeger has shown, Hippocratic 
thought on this matter played a major if not a de- 
cisive role in establishing as a basis for the cultural 
pattern of Greek life the notion of the liberally edu- 
cated person. His concept of man as being free 
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when he is liberated by the “library” of the liberal 
arts received its fullest expression in later Greek 
thought. Aristotle definitively voices it in the open- 
ing paragraph of his biological work Parts of Ani- 
mals, where he states that “every inquiry . . . the 
humblest and the noblest alike, seems to admit of 
two distinct kinds of proficiency; one of which may 
properly be called scientific knowledge of the sub- 
ject, while the other is a kind of educational ac- 
quaintance with it. For an educated man should be 
able to form a fair off-hand judgment as to the 
goodness or badness of the method used by a pro- 
fessor in his exposition.” That this is to include 
medicine is corroborated by his reference in the 
Politics to the three kinds of “physician”: “ . . . the 
ordinary physician, the physician of the higher 
class (the medical scientist), and thirdly, the intelli- 
gent man who has studied the art, to whom we at- 
tribute the power of judging quite as much as to 
the professors of the art.” 

This cultural pattern, so profoundly crystallized 
by the Hippocratic school, arose not from a preoc- 
cupation with disease but from a concern for opti- 
mum health. In their hands, medicine was freed 
from the domination of the demonstrative sciences, 
such as mathematics and natural science, and was 
the first discipline of a practical nature to become 
precisely formulated as such. As a consequence, 
medicine became the exemplar for other practical 
sciences, such as ethics and politics. Much of our 
insight into the Greek concept of medicine comes 
indirectly from the analogies that were drawn to it, 
especially by Plato and Aristotle, to clarify less fa- 
miliar notions in other fields. 

Thus, in the Politics, Aristotle, when classifying 
the medically educated layman with the practicing 
physician and the medical scientist, is trying to 
show the relationship of the electorate to the states- 
man and the political scientist. He concludes that 
the electorate, like the medically educated layman, 
the “user,”’ so to speak, may “‘turn out to be a better 
judge” than the others. 

We have from the Hippocratic school varied 
works, prepared for public discussion, on the na- 
ture of disease (e.g., “On The Nature of Man,” 
“The Sacred Disease”) and, at a more practical 
level, on things similar to present-day texts in per- 
sonal hygiene (e.g., ‘Regimen in Health’’). 

It would be sheer naiveté to think that these and 
other Hippocratic works spell out complete answers 
for us. They are not a true-or-false compendium in 
the modern manner. They suffer the handicaps of 
having to be translated from a terse and ancient 
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language. They will be in part obscure, with an 
aphoristic obscurity not unlike that of metaphysical 
poetry. They will communicate through the flux of 
a past age much that is strange and foreign to us 
who are enmeshed in our contingencies. Finally, 
Hippocrates will come to us in a corpus diversified 
in time and authorship, with some parts duplicated, 
some parts missing, and some parts contradicting 
one another but achieving a wholeness through a 
living catechetical and functioning tradition. Thus, 
we should not expect an expository work form- 
fitted to a Great Books audience of the latter half 
of the twentieth century. 


Hippocrates’ Wisdom Eternal 


On the other hand, we do start with a common 
bond: the reality of man and nature and deity, 
and the eternal problems of a rational, social, di- 
vinely inspired animal, with his love of life and his 
capacity for health, with his subjection to disease, 
disorder and even irrationality, who is also unfor- 
tunately a money-paying animal. Our effort must 
be to take from the father of medicine (who like all 
fathers has the perspective that comes from looking 
both backward and forward) that wisdom which is 
common to all ages. 

Unfortunately, the wisdom that can be found in 
Hippocrates is not foolproof. After we have recov- 
ered from the initial surprise of discovering that 
the first essay of the father of medicine is entitled 
Ancient Medicine, we must not make the mistake of 
thinking that our function as a reader is simply and 
smugly to look backward at former errors as if they 
were buried once and for all. On the contrary, we 
must look forward with him. For, no matter how 
well they are embalmed, the errors of physicians, 
unlike their patients, will be resurrected frequently 
—by later physicians. Actually we will discover in 
this essay and in other writings of his school that 
medicine which was ancient to Hippocrates pos- 
sessed truths that medicine contemporary to him 
had lost because of the scientism of the day. If we 
are astute we will pluck the parallel that Hippo- 
cratic medicine, ancient to us, possesses truths that 
medicine, contemporary to us, has lost through a 
similar scientism. 

What wisdom did the father of medicine possess 
that we, perhaps, lack? In the most general terms 
we may state that the Hippocratic physician would 
have had the opportunity of acquiring an active 
philosophy of medicine. This philosophy would give 
him an understanding of the ends of medicine, of 


the nature of medicine, of the nature of health and 
disease, of the nature of the medical act. Further- 
more, it would give him a comprehension of the 
nature of the man who possesses health and disease 
and the realization that health is not man’s ultimate 
end. 

Again, he would be habituated in the attributes 
necessary to the physician as the maker of health. 
First, he would be clear in his obligations as a hu- 
man being living in society. This would demand a 
liberal education. He would have to know meta- 
physics and theology in the manner of an educated 
man, because man has being and a divine goal. He 
would have to know natural science, because human 
beings are interconnected with all nature. He would 
have to be a moralist, possessing a practical knowl- 
edge of ethics and knowing how virtue operates 
among men. He would have to be educated in poli- 
tics to know his functions and obligations in a 
society. 

Second, he would be habituated in the attributes 
that belong to him as a physician working for the 
common good through a particular profession. He 
would have to be the kind of natural scientist who 
knows his science as serving an artistic end; he 
must know nature not simply for the sake of pos- 
sessing truths about her but to the end of ordering 
those truths to the restoration and maintenance of 
optimum health. He would be a medical artist, for 
he must have the habit of right reason in respect to 
making health in cooperation with nature, the ex- 
emplar of medical artists. He would have medical 
experience so that he could recognize that to which 
he is to apply right reason. He would have prudence 
or practical wisdom so that he might have right 
reason in respect to the fitness of his medical acts, 
which are also human acts. 

Finally, he would be able to communicate, for 
he is not a veterinarian dealing with dumb animals ; 
he must possess his art in an intelligible and com- 
municable way and thus be a rhetorician. 

The Hippocratic Oath conveys and epitomizes 
some of the more general relationships and reveals 
a series of obligations: to the deities, to the teacher, 
to the Art (to cure, to conform to its ends, to harm 
not), to the patient as patient, to the patient as hu- 
man being, and finally to the physician himself. 


Hippocratic Aphorisms Deserve Study 


In more specific terms, there are endless facets to 
be explored and understood, especially as they il- 
luminate the shadows of medical education and 
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practice. That these facts seem inexhaustible testi- 
fies to the greatness of these works of the Hippo- 
cratic school. The reader will have the opportunity 
to discover some of them for himself. In passing, 
perhaps a few should be emphasized and comment- 
ed upon briefly. 

Here, then, are some propositions and prescrip- 
tions the writer finds in the Hippocratic school of 
medicine: 

The practice of medicine can never be a science: medt- 
cine is an art, having a good to achieve, not a truth to 
possess. The final goal is the cure, not the diagnosis. 
Better a cured patient with no diagnosis than an 
autopsied patient with an exact diagnosis. There 
may be much intellectual confusion associated with 
the surgical or medical act; an exciting research ex- 
periment for the physician may be an experience of 
suffering for the patient; and the beautiful pathol- 
ogy found in a patient is hardly such to the person. 
The physician clearly must separate his scientific 
instincts from his artistic obligations. Perhaps this 
would be accelerated if he had to pay rather than 
render a fee when he sacrificed artistic obligations 
to satisfy scientific instincts. 

The art of medicine cooperates with and imitates 
nature. It does for nature what nature would do for 
itself if it could. Hippocrates observes, “though 
physicians take many things in hand, many diseases 
are also overcome for them spontaneously. . . . The 
gods are the real physicians, though people do not 
think so.” (Decorum 6.) Thus, it may be better to 
do nothing—which requires more thinking but cre- 
ates less of an impression—than to do something— 
which frequently requires less thinking but creates 
a greater impression. There would be agreement 
with Benjamin Franklin’s observation that there is a 
great deal of difference between a good physician 
and a bad physician, but very little difference be- 
tween a good physician and no physician at all. 
There would also be agreement with Oliver Wen- 
dell Holmes’s observation that a pair of substantial 
mammary glands are more advantageous than the 
two hemispheres of the most learned professor’s 
brain in compounding a nutritive fluid for infants. 

A patient cannot be known adequately apart from 
his environment. There are many diseases in which 
one house call is frequently worth more diagnosti- 
cally than two weeks at a leading medical center. 
The modern hospital-centered training of a physi- 
cian is oblivious to this fact. Its narrow approach 
can well be contrasted with the wider approaches 
exemplified in part in the opening section of A7rs, 

Waters, Places. 
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The positive production of optimum health, not the 
cultivation of the hypochondriacal state, is the ultimate 
goal in medicine. To borrow from the Greeks, the 
problem is not to educate diseases but to graduate 
them into health; not to nurse the real or imaginary 
diseases along (as in the abuse of bed rest) and en- 
courage their presence as if every person should be 
a patient till he dies, struggling to old age through 
the modern extension of the ancient “invention of a 
lingering death.” Hippocrates would have been puz- 
zled at the amounts of patent and prescribed medi- 
cine consumed by the public today. He would be 
amused to observe that self-medication seems to in- 
crease in proportion to newspaper, periodical and 
radio concentration on bodily ills, as in the United 
States, and that prescribed medicine disproportion- 
ately increases with economic accessibility of phy- 
sicians and druggists, as witnessed in England in 
recent years. 

Health education is ordered toward health and not 
toward morbid preoccupation with disease. One out of 
five dies of cancer, we hear. Lesser health organiza- 
tions find that one out of ten dies of lesser diseases. 
The fact is that one out of one dies of something. 
And so we worry about what we do not have, while 
we do nothing about what we do have; whereas, if 
we did something about what we do have, we might 
not develop what we don’t have. This is the state of 
affairs, for instance, in obesity, which is our most 
prevalent abnormality and which predisposes to all 
chronic diseases and cancer. 

The proper order of treatment is, first, regimen, then 
medication and lastly, surgery. Regimen for Hippoc- 
rates took in the entire dimension of one’s habits of 
life: eating, working, resting, exercising, massaging, 
sleeping. On the whole, it called for active coopera- 
tion in the cure on the part of the patient and not 
simply for passive participation or resignation. One 
may contrast the current tendency to the reverse 
order of treatment, which is epitomized by the fact 
of a disproportionately high fee paid the surgeon. 
It is not unrelated to the worship of the hand-mind- 
ed, the somatic and the material in modern society. 
Regimen was also ordered to what today is most 
neglected, positive health. The purpose of regimen 
here was twofold: a perfective part which attempted 
to promote optimum health in the present, which 
was interrelated with a preventive part to protect 
against disease in the future. 

We treat an individual, not a universal. Our diag- 
nostic and prognostic considerations should be 
based on individuating characteristics which will 
lead to an individuated therapeusis, not to a routine 
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procedure nor one in which the patient is used as 
a target for the physician’s armamentarium. 

Clinical observations should be exact and not colored 
by our preconceptions; conclusions should record mis- 
takes. Since we learn from mistakes, we should not 
overemphasize successes, which are frequently 
short-range and apparent. “. . . those things also 
give good instruction which after trial show them- 
selves failures and show why they failed.” (On 
Joints, 47.) Epidemics, which introduced the con- 
cept of an accurate case history and recorded more 
deaths than cures, should therefore remain a model 
for us. 

The true physician will suffer from the ignorance 
and stylish therapies of others. ‘For they praise what 
seems outlandish before they know whether it is 
good, rather than the customary which they already 
know to be good; the bizarre rather than the obvi- 
ous.”” (On Wounds of the Head, 1.) 

Medicine is a profession; as such it becomes the meas- 
ure of the physician’s work and fee. A basic under- 
standing of a professional fee (hardly touched upon 
in the modern medical school) needs “our consid- 
eration as it contributes somewhat to the whole.” 
The following two passages from Hippocrates speak 
for themselves: 

So one must not be anxious about fixing a fee. For I 
consider such a worry to be harmful to a troubled pa- 
tient, particularly if the disease be acute. For the quick- 
ness of the disease, offering no opportunity for turning 
back, spurs on the good physician not to seek his profit 
but rather to lay hold on reputation. Therefore it is bet- 
ter to reproach a patient you have saved than to extort 
money from those who are at death’s door. (Precepts, 4.) 

And if there is an opportunity of serving one who is a 
stranger in financial straits, give full assistance to all 
such. For where there is love of man, there is also love of 
art. For some patients, though conscious that their con- 
dition is perilous, recover their health simply through 


their contentment with the goodness of the physician. 
(Precepts, 6.) 


Judeo-Christian Tradition Enriches Hippocrates 


But Hippocrates was a pagan and we may exam- 
ine, in conclusion, the loss to a physician that re- 
sults from the absence of the Judeo-Christian tra- 
dition. Certainly Hippocrates could have no funda- 
mental awareness of our intrinsic disharmony or of 
the cause and cure of the underlying spiritual dis- 
order. Though “where there is love of man, there 
is also love of the art,” the man we love may easily 
turn out to be ourselves. Love of ourselves, against 
which the pagan had incomplete immunity, has a 


diabolical way of interfering with love of man and 
thus with love of the art. In redirecting love to its 
highest object, St. Luke, the Patron of Physicians, 
elevates medicine and so completes and perfects 
Hippocrates in the manner of grace perfecting na- 
ture. St. Luke signifies much for the physician 
striving for cure (which in its derivation means 
care”), and through the physician much for the 
patient hungering for a care proportionate to his 
human worth and destiny. 

We must remember, however, that grace acts 
only through nature. Grace does not replace nor 
dispense with nature. Grace subsists in and elevates 
nature. Hippocrates did a profound job of reading 
the Book of Nature, that book which, St. Thomas 
says, ‘God, like a good teacher, has taken care to 
compose [for us—along with the Book of Holy 
Scriptures] . . . that we may be instructed in all 
perfection.”” Thus St. Thomas, who declares that 
in this Book of Nature there are “many excellent 
writings which deliver the truth without falsehood. 
Wherefore Aristotle, when asked whence it was that 
he had his admirable learning, replied: ‘From 
things, which do not know how to lie.’ ” (Sermo V 
in Dom. 2 de Adventu.) Hippocrates could have 
answered similarly. 

We can best appreciate the worth of Hippocrates 
by considering modern medical schools in this con- 
nection. They purport to give their students an in- 
tegrated medical education, but fail to achieve this 
comprehensive grasp of nature and fail to realize its 
prior and basic necessity. The fact is, they are es- 
sentially technical schools rather than professional 
schools. This makes it difficult for them to deal 
with nature adequately. As a result, the catalytic 
forces of the Judeo-Christian tradition have little to 
catalyze. What little they do in this direction is 
more anatomic than physiologic and more divisive 
than reparative. Furthermore, they add the tradi- 
tion of St. Luke to medicine as though they were 
transplanting a baptized appendix to an unbaptized 
body. They hardly know that, in many instances, 
their body is not living but dead. Therefore, in a 
choice between the pagan medicine of Hippocrates 
and contemporary medicine—and we may remem- 
ber here that the natural law is implanted in the 
hearts of all men—there is reason to believe that 
Hippocrates comes closer to God in his vision of 
medicine that do those myopic ones who miss na- 
ture or muddle the application of a God-given 
tradition. 

Medical educators with an insensitivity to the 
Hippocratic tradition and an insensitivity to the 
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Judeo-Christian tradition miss truth, therefore, in 
a twofold way. They fail to ascend ¢o the wholeness 
of nature’s teaching which comes from a com- 
prehensive understanding of the patient, the 
physician, and the Art; and they fail to descend 
with the wholeness of God’s teaching into nature 
and the concrete world. They narrow the teachings 
of nature and they narrow the teachings of God. 
As a result, in these modern times we are becoming 
more and more of a paying animal and less and less 
of a praying animal, as if health were a commodity 
that could be bought rather than a state which 
should be sought, not alone through the ministerial 


functions of the physician but through a wise ac- 
commodation of one’s nature to nature, and a loving 
subjection of one’s being to God. 

Hippocrates is a major step on the road back to 
a fully integrated and properly humanized medicine 
and is a prime example of one type of contribution 
of the Great Books to modern culture and society. 

This article on Hippocrates, emphasizing the cogency of ap- 
plying the wisdom of Hippocrates to the problems of modern 
medicine, was written by Dr. Ratner for inclusion in a volume 
entitled “The Great Books, A Symposium on the Fourth 
Year’s Program of the Great Books Foundation.” Jt is re- 
printed here by permission of the publishers, the Devin-Adair 
Company of New York City. 


“If you think it’s real serious we can get another doctor.” 
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Are your patients having diffi- 
culty parking near your office? 


HAVE YOU SURVEYED YOUR OFFICE LOCATION LATELY? 


BY CHARLES FITZ-PATRICK 


Ir Is not necessary to have a long memory to recall 
the once conventional method of determining a de- 
sirable location for a medical office. The plan re- 
quired that existing offices be spotted on a map and 
circles drawn to scale about each one. If any size- 
able area remained unringed that was considered 
suitable for the new office. 

Today the selection is complicated by other fac- 
tors, as indicated recently by a middle-aged patient 
when he said, “If my doctor were located ten miles 
out of town instead of just twelve blocks from my 
home I could reach his office quicker, easier, and 
less expensively.” This analysis of his problems is 
due principally to the central city location of the 
physician’s office. 

Because it formerly proved to be a less taxing 
form of travel this man has been in the habit of 
driving his own car. Now, however, curb-side park- 
ing restrictions have been put into effect in the 
physician’s vicinity and neighboring car lots have 
advanced parking fees to fifty cents for the first 
hour. The result has been a jump in the patient’s 
driving costs, plus new everyday travel difficulties 
for the physician. 

Within recent years this pattern of parking prob- 


lems has moved close to the top position of daily 
annoyances, and while the condition may not seem 
to justify immediate removal of a professional office 
to a new location, it does indicate that a physician’s 
thinking might be directed along the proper road 
if he checked with his patients to learn of the exist- 
ence of individual transportation problems. Such a 
study is particularly beneficial when the practitioner 
couples with it facts that point out his own diffi- 
culties, plus any sharp rise in parking and garaging 
costs. 

Because totals vary according to location, there 
are no accurate figures showing the percentage of 
men and women who depend on some form of me- 
chanical transportation in their search for medical 
care. In suburban and rural areas it is reasonable to 
assume that privately owned cars carry a high per- 
centage of patients to physicians’ offices, while in 
cities and towns many go on foot. This latter sup- 
position, however, was left open to doubt some time 
ago when the operating employees of the Phila- 
delphia transportation system went on strike. A re- 
porter for one of the local papers stated in print 
that many physicians devoted the four days of the 
strike to catching up with their reading. 
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Like many such reports this one was based on a 
half truth. Actually, the appointment books of some 
men in the central section of the city did become 
dotted with cancellations, and in residential areas 
afternoon office hours showed a drop in the number 
of patients. However, during the evening hours, 
neighborhood medical offices cared for a larger than 
average number of women who might have come 
during the day except that the family cars were then 
being used to carry workers to their places of em- 
ployment. The belief that a high percentage of ur- 
ban patients arrives at physicians’ offices on foot 
was not indicated during this period of tie-up of 
transportation facilities. 

Where there is a hint as to the need for surveying 
patients’ travel and parking practices the fact gath- 
ering need not be conducted in a formal or involved 
manner. The querying of a good cross section of 
men and women while they are in the office will 
usually uncover the existence of any situation that 
may call for the physician’s consideration. The type 
of transportation used by individual patients will be 
learned from the question, ‘Do you drive or come 
to the office by bus?” If the patient uses his own 
car a second question may be limited to, “Do you 
have any parking problems?” 

Invariably the replies will not be limited to a di- 
rect “Yes” or “No” but will include explanations 
concerning the presence or absence of transporta- 
tion problems. From the half dozen or more re- 
sponses gathered each week over a period of one 
month there will develop a clear picture of the 
suitability of the office location from the patient’s 
viewpoint. 

The influence of motorized patients on profes- 
sional plans was demonstrated recently when a phy- 
sician decided to do what once would have been 
considered ruinous to the average general practice. 
He moved his office outside the circle in which 
most of his patients resided. When he established 
himself in his home fifteen years ago it was consid- 
ered a temporary measure because he planned even- 
tually to set up an office in a “\down-town” profes- 
sional building. Instead of moving to the center of 
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community activities, however, he elected to trans- 
fer his office to a neighboring suburb in which only 
a few of his patients live. “Now,” he explained con- 
tentedly, “I can park my car on the lot adjoining 
my office where there is also room for fifteen or 
twenty other motorists.” The property that houses 
the medical office was formerly a private home con- 
verted to provide facilities for this physician, a den- 
tist, a lawyer, and a landscape architect. “Patients 
who drive to my office,” the physician points out, 
“now walk shorter distances than when they had 
to search out a vacant spot at the curb in the neigh- 
borhood of my former home office.” 

Those who make study of traffic conditions their 
life work are inclined to attribute at least some 
traffic problems to the foolish use of private cars 
over routes adequately covered by public trans- 
portation. But the recognition of this fact does not 
tend to correct resulting snarls and crowded curb 
lines. A motorist’s stock reply is, “I have a car. I 
must use it.”” A physician’s wife, who is conscious 
of this, has frequently commented to her husband, 
‘Ralph, your patients are having difficulty parking 
near the office.” She had watched men and women 
struggle to ease their cars into available spots in the 
neighborhood. To help convince him that perhaps 
something should be done about it she recalls how 
banks and many commercial organizations have 
purposely located in areas where patrons who drive 
may park with ease. “But I am not lending money 
or selling meat and potatoes,” he replies with a 
smile. ‘Maybe not,” she has agreed on more than 
one occasion, “yet, like yourself, these companies 
are dependent on people and they are attempting 
to simplify the job of getting their ‘patients’ into 
their establishments.” 

And Mrs. Physician has a point. A medical man 
is not interested in separating himself from patients 
because of a condition for which there may be a 
solution. Of one thing he can be certain—he will 
not separate the patients from their cars. In any 
event, a survey of your office location will entail no 
particular cost in time or effort, and the findings 
are likely to be extremely interesting. 


PaTiENTs don’t like doctors as much as they should because they 
miss the personal attention of the oldtime general practitioner, and 
so feel frustrated. This is the statement of Dr. Ernest Dichter, New 
York psychologist and president of the Institute for Research in 
Mass Motivation. The Institute has conducted several surveys to 
determine public attitudes about a variety of things, and this is 
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TRENDS AND EVENTS 


Medical Personalities in Washington 


In Federal medical affairs, which exercise strong 
influence on private practice and professional edu- 
cation, personalities make news. Here are some 
random notes on Washington figures currently in 
the spotlight. 

Dr. Melvin A. Casberg—Under President Eisen- 
hower’s reorganization of the Department of De- 
fense, six Assistant Secretaries’ posts are created 
and one is to be Assistant Secretary for Health 
and Medical Affairs. Although Dr. Casberg refused 
to be swayed from his intention to leave Federal 
service at the end of this year, he yielded to Secre- 
tary Charles E. Wilson and allowed his name to be 
submitted to the Senate in nomination for the 
position. 

(Previously he was chairman of the Depart- 
ment’s Armed Forces Medical Policy Council and 
then a special assistant to co-ordinate military 
medical problems.) 

The new post that Dr. Casberg will fill is one 
that the American Medical Association recom- 
mended be established. It is of key importance with 
reference to such matters as medical manpower, 
care of servicemen’s dependents, postgraduate 
professional training of Reserves and Regulars, 
military hospital maintenance and expansion, and 
similar problems. 

Dr. Casberg’s present plans are to get his new 
office organized and then leave the Pentagon around 
New Year’s to set up residence in California and 
practice medicine. There will be considerable jock- 
eying for the successorship. 

Dr. Norvin C. Kiefer—For the past five years, his 
has been the thankless job of trying to develop a 
sound, effective medical civil defense armamen- 
tarium under the handicaps of inadequate budget- 
ing, personnel shortages and, most discouraging of 
all, public apathy. A commissioned officer of U.S. 


IN THE NATION’S CAPITAL 


Public Health Service, he has been attacking this 
civil defense problem successively in USPHS and 
then, on a loan-out basis, in Department of Defense, 
National Security Resources Board and Federal 
Civil Defense Administration. Ever since organiza- 
tion of FCDA in 1951, he has been in charge of its 
health and special weapons defense activities. With 
the help of part-time consultants recruited from the 
health professions, Dr. Kiefer has stockpiled surgical 
equipment and plasma, published numerous train- 
ing booklets, helped plan a number of regional civil 
defense conferences, arranged several seminars and 
performed countless chores aimed at promoting 
doctors’ interest and know-how in medical aspects 
of defense. 

Now he’s turning over his onerous job to a suc- 
cessor yet to be named. Dr. Kiefer is leaving the 
service of the government to become chief medical 
director of one of the nation’s largest insurance 
companies, the Equitable Life Assurance Society, 
of New York City. 


VA Health Chief To Stay On 


Dr. Joel T. Boone—In the Federal medical pic- 
ture, he probably is the most widely known phy- 
sician, even though most of his career was spent in 
a naval uniform. 

Since Admiral Boone became chief medical di- 
rector of the Veterans Administration in March, 
1951, such controversial issues as care of non- 
service-connected cases and VA’s expanding hos- 
pital empire have continued to attract constant 
attention. He has had to defend his policies in 
the halls of organized medicine and fight for 
appropriations in the halls of Congress. 

The recent resignation of Carl R. Gray, Jr., as 
Veterans Administrator generated speculation that 
Admiral Boone would soon follow him out. But the 
doughty chief medical director, who thrives on con- 
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troversy and scrappy situations, let the word leak 
out that he is quite willing to stay on. The fact is 
that he was appointed for a 4-year term, which still 
has more than 18 months to run. Even rougher 
waters are ahead for Veterans Administration, but 
its medical chief is not inclined to take the easy way 
out and resign. 


Dr. Draper a Controversial Figure 
Dr. Warren F. Draper—Here is another physi- 


cian, but one holding a private rather than a govern- 
ment post, who has been enlivening the Washing- 
ton scene. 

There are indications of increased grumbling at 
certain aspects of the medical care programming 
which he is supervising for the United Mine Work- 
ers’ Health and Welfare Fund. This little-publi- 
cized criticism actually is in the nature of a counter- 
attack which got under way shortly after Dr. Draper 
leveled charges of fee-splitting and unnecessary 
surgery in connection with treatment of miners 
and dependents who are beneficiaries of the Wel- 
fare Fund. 

Ground has been broken in West Virginia for the 
first of ten hospitals which the miners’ union is 
constructing for its members. To date no details 
have been disclosed as to the staffing of these hos- 
pitals and whether they will limit admissions to 
union beneficiaries. 


Dr. Draper will be right in the middle of any 


Oveta Culp Hobby 
Speculating 
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controversy which may ensue over these and other 
important policies. 

Dr. Milton C. Winternitz and Dr. R. Keith 
Cannan—The former has just retired as chairman 
of the National Research Council’s Division of 
Medical Sciences and Dr. Cannan will be his suc- 
cessor. 

The average practitioner perhaps has never heard 
of this division of NRC but its activities, as official 
advisor to Federal medical agencies, frequently are 
manifested far from Washington. For example, it 
was an NRC medical group that framed current 
policies on distribution of gamma globulin in com- 
bating poliomyelitis. 


Secretary Hobby Still Looking for Aide 


A short essay such as this on medical names in 
the Washington news is not complete without a 
word or two about the Special Assistant for Health 
and Medical Affairs to the Secretary of Health, 
Education and Welfare. But the sad truth is that, as 
of going to press, this position had not yet been 
filled although Secretary Oveta Culp Hobby had 
interviewed many candidates over the last several 
months. 

Delay in making the appointment has been so 
long that even speculation as to the appointee has 


dwindled almost to zero. Mrs. Hobby has stated 
previously that the appointee will be a prominent 
member of the medical profession. 


Melvin A. Casberg, M.D. 
Swayed 
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BY GEORGE EVERHART 


Tue Mid-Town Clinic had just completed setting 
up a business security plan for its partnership when 
one of the partners suddenly died. 

He was 49 years old and left a wife and four chil- 
dren. Two of the children were in college, the other 
two in high school. The man’s personal holdings 
consisted of a rambling, four-bedroom ranch house, 
mortgaged ; two late model automobiles; life insur- 
ance of about $60,000; some bonds and stocks with 
a market value of about $7,500; a bank account of 
$5,000; and a model train layout without a price tag. 
And, most important of all, his Business Security 
Plan. 

Importance of this plan lay in what it assured the 
doctor’s widow and children. First of all, it guaran- 
teed them that for the next seven years, on the first 
day of each month, the family would receive a check 
in the amount of $1,274. Best of all, it would not be 
necessary to pay income tax on this money. (To re- 
ceive $1,274 a month after taxes, a family would 
have to have an annual income of $22,000.) 

As a direct result of this assured income, the fam- 
ily would not need to change its living standard 
during the next seven years. By that time all the 
children would be through college and on their own. 

Let’s look at another case, a professional partner- 
ship in effect fora number of years, in which one of the 
partners is forced to retire because of poor health at 
the age of 60. His Business Security Plan will pay 
him $500 a month for nine years and a month. In 
other words, he will have a livable income for his life 
expectancy, even though unable to carry on his 
practice. All the money paid out in this case will 
come back to the partnership from the Business Se- 
curity Plan. 

The setting up of such a plan is actually fairly 
simple. Take, for example, a partnership in a small 
town of 6,000, a partnership consisting of four phy- 
sicians doing general practice with a gross income 
of about $160,000 annually. Net income from this 
amount is $96,000, with each physician netting 
$24,000 since this is an equal partnership. 

Such a partnership can agree to set up a plan 
that will pay each partner’s estate for his interest in 
the firm, in the event of his death. The net income 


BUSINESS SECURITY FOR THE PROFESSIONAL PARTNERSHIP 


figure can be used as a basis for establishing the 
value of each partner’s interest. Similarly, it can be 
established that each partner’s interest in physical 
assets amounts to $5,000, and it is agreed that each 
partner’s estate be paid this amount in the event of 
his death. 

To establish the value of each man’s interest in 
the firm, a formula of five times his net annual in- 
come may be used, if one hundred per cent of the 
net is to be paid the deceased’s estate for a five-year 
period. But because of the income tax advantage to 
the estate, one hundred per cent of the net need not 
be paid. Fifty to seventy per cent is more practical. 

In this instance, it is decided that each partner’s 
interest in the firm is worth $60,000. This derives 
from one-half his net for five years. In other words, 
a definite value has been established for the interest 
of each partner. With the co-operation of a lawyer 
and a life insurance man, a Buy and Sell Agreement 
may now be drafted. Such an agreement should in- 
clude both the value of the physical assets and the 
value of the partnership. With both values used, 
there can be no question as to the intent of the 
partners. 

With such a Buy and Sell Agreement set up, the 
next step is to finance it. The most practical way to 
do this is through purchase of life insurance policies 
on each partner’s life for the amount of his interest. 


Drs. Jones 
& Smith 


Associates 
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In this particular case, a $65,000 life insurance pol- 
icy should be purchased on each partner. Ordinary 
life policies are the best buy in such a case. (In buy- 
ing business insurance, firms will give most consid- 
eration to the lowest possible net cost policies.) The 
partnership may handle payment of premiums, re- 
tain ownership of policies, and designate benefici- 
ary, to comply with the agreement. Most authorities 
feel that the best procedure is to have the partner- 
ship pay policy premiums, charging them to the 
capital account; own the policies, and have the pro- 
ceeds payable to a bank, as trustee. The trustee will 
then be responsible for all disbursements of funds, 
in accordance with the terms of the agreement. 
With this method, the transaction is very simple 
and intent of the partners cannot be questioned. 

Some authorities favor an Income Continuation 
Agreement over a Buy and Sell Agreement. The 
writer feels, however, that the Buy and Sell Plan is 
the more practical, for the Income Continuation 
Plan is more vulnerable as far as estate and income 
taxes are concerned. If parties take full advantage 
of the marital deduction, only one-half the estate 
will be included in each case for estate tax purposes. 
Whichever plan is used, it is impossible to know 
exactly where you stand tax-wise. It seems logical 
to use the plan with fewest loopholes. 

Such a plan as described also has value for living 
partners. For one thing it promotes peace of mind, 
since the future is secure. It also establishes good 
will of creditors. Cash reserves that continue to accu- 
mulate from increased value of the policies strengthen 
credit, and enhance net worth. They also furnish a 
reserve fund for possible retirement. More impor- 
tant, they provide ready cash to meet any emer- 
gency, even one that might otherwise mean the end 
of the partnership. Extra cash funds can often en- 


able a partnership to ride out an unforeseen storm. 

Here are answers to some questions that may 
come to mind: 

Q. What are first steps in obtaining Business Se- 

curity ? 

A. Simply call in your life insurance man and 
discuss the plan from every angle. After a decision 
has been reached and insurability established, your 
lawyer can draw up the agreement. 

Q. May I, for one reason or another, withdraw from 

the Agreement ? 

A. Yes, through a clause written into the Agree- 
ment, which provides that the withdrawing partner 
first give notice in writing. On termination, each 
then receives the policy on his own life, after paying 
the partnership the cash value for same. 

Q. Can the Agreement be altered ? 

A. Certainly! It may be altered at any time by 
written consent of the partners. 

Q. My partner had a heart attack last year. What 

happens if he is uninsurable ? 

A. In that case, the Agreement would provide 
that you deposit in a Savings Bank—or, even better, 
in an Annual Premium Retirement Annuity — a 
yearly amount equal to the premium on the policy 
for your life. On your partner’s death, this sum 
would then be applied as first payment on the pur- 
chase price. A series of notes would cover the bal- 
ance to be paid. 

Q. Why wouldn’t it work out just as well if we 

each carried our own personal life insurance ? 

A. Personal insurance provides for your family; 
but it does not protect your business interests, your 
chief source of income. Also, should your partner 
die, you would want to be assured beyond any ques- 
tion of the full ownership of your firm. Business Se- 
curity is the best guarantee that you will. 


Tue best way to cut burden of hospital costs for people is to keep 
them out of the hospitals. In other words, emphasis must be placed 
upon preventive medicine, according to Charles D. Halsey, president 
of The United Hospital Fund of New York City. In a summary of 
the fund’s activities for 1951-52, as reported recently in the New 
York Times, Mr. Halsey noted that “voluntary hospitals . . . have 
a serious and inescapable problem—to keep the cost of medical 
care within the reach of the average citizen.” 

To this end, he urged encouragement of preventive medicine, 
and aid to home care programs administered with the hospital as 
nucleus. In that way, “we may be able to shift emphasis from the 
expensive task of curing the patient when he is sick to keeping him 
from getting sick,” he stated. 


PREVENTION 
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CHRONIC ASTHMATIC... 


Normal Activity restored and maintained 
by quick-acting bronchodilating powder 


Wuen the bronchospasm impends, the patient simply 
takes three or four oral inhalations of this quick-acting 
bronchodilating powder—and the attack usually 
subsides at once. The bronchodilator, NORISODRINE 
Sulfate Powder, is inhaled from a multi-dose sifter 
cartridge inserted in the AEROHALOR. 

NORISODRINE is effective against both mild and 
severe asthma.'-* Similar in action to epinephrine, 
but more effective. Toxicity relatively low. Side effects 
few and usually mild. Before prescribing this drug, 
please write for literature. Abbott 
Laboratories, North Chicago, Iinois. CL6Gott 


In sifter cartridges 


Norisodrine 
Sulfate Powder 


(ISOPROPYLARTERENOL SULFATE, ABBOTT) 


= 1. Kaufman and Farmer (1951), Ann. Allergy, 9:89, January-February 
2. Swartz (1950), Ann. Allergy, 8:488, July-August 
3. Krasno et al. (1949), J. Allergy, 20:111, March 
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Diseases of Metabolism. Edited by Garfield G. Duncan, M.D. 
Pp. 1,179. Price, $15.00. 3rd Ed. W. B. Saunders Com- 
pany, Philadelphia, 1952. 

Twenty outstanding experts have contributed their 
share to the third edition of this valuable book. The 
various authors have tried, and successfully so, to con- 
vey to the clinician and practitioner the results of de- 
tailed laboratory research and its application to prac- 
tical medicine. 

This is done so well that practitioners who have been 
out of contact with laboratory work will read the chap- 
ters in which they are interested with great advantage 
and sufficient understanding. 

The many diagrams and excellent halftone pictures 
are very helpful, and nowhere does the book become a 
superficial, popular information-type volume as written 
for laymen. In each chapter even the well-instructed 
physician will find new important information about 
the research of recent years. 

It is impossible to go into details in such a short re- 
view. However, it can be definitely said that this book 
should be a valuable asset for every internist as well as 
for every general practitioner. 

—Serymour Fiske, M.D. 


Treatment of Mental Disorder. By Leo Alexander, M.D. Pp. 507. 
Price, $10.00. W. B. Saunders Company, Philadelphia, 
1953. 


This study is an analysis of the treatment of mental 
disorders, from the mild neurosis to the severe psycho- 
sis. The therapeutic agents from psychotherapy to psy- 
chosurgery are discussed. The indications for the vari- 
ous forms of treatment are analyzed and the effective- 
ness and hazards of these treatments considered. 

The discussion is directed, in a general way, to the 
psychotherapeutic and physical methods of treatment. 
The chapters devoted to insulin, Metrazol, electro- 
shock, electronarcosis, and the discussion of the neu- 
rophysiologic aspects of these forms of treatment, will 
only be of academic interest to the general practitioner. 

The introductory chapters and the author’s treat- 
ment of general psychotherapeutic principles, the co- 
ordination of psychotherapy and physical treatment, 
and practical psychotherapeutic techniques are of great 
interest, as well as practical importance to the general 
practitioner, 
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There are shorter discussions on the treatment of 
alcoholism and other intoxication states, plus those 
concerning the mental disorders due to organic cerebral 
spinal disease. 

This book would be a valuable addition to the library 
of any general practitioner. —I. D. LeFevre, M.D. 


Textbook of Pathology. By E. T. Bell, M.D. Pp. 1,008. Price, 
$12.00. 7th Ed. Lea & Febiger, Philadelphia, 1952. 


Nearly one-hundred pages and forty-six illustrations 
have been added to the seventh edition of this well- 
known book. The material from the sixth edition has 
been thoroughly revised in keeping with current con- 
cepts of pathology. 

Dr. Bell begins with a consideration of the principles 
of general pathology including a brief discussion of fac- 
tors predisposing to disease and considerations of me- 
chanical injuries, injuries due to physical and chemical 
agents, deficiency diseases, tumors, circulatory dis- 
turbances and, of course, inflammation, retrogressive 
changes, and infectious diseases. The section on special 
pathology is arranged systemically, in the classical 
manner. 

The author’s goal is to so present his subject that the 
student may learn to regard pathology and clinical med- 
icine as forming a continuum. The book, insofar as is 
possible, is written with that viewpoint. Some space is 
given over to discussions of the pathophysiologic and 
clinical aspects of the various diseases. 

No review of this book could be complete without a 
tribute to what is perhaps its most salient feature: the 
illustrations. These are consistently superior. The pho- 
tomicrographs in particular are extraordinary, both in 
intrinsic merit and in the quality of reproduction, The 
reviewer cannot recall a more notable collection in black 
and white. The bibliography is well chosen. Each ref- 
erence is followed by an explanatory note describing the 
precise subject of the article. The book is attractively 
bound and is printed on good paper. 

One feature that impairs the book’s usefulness as a 
text, though not as a reference, is the inclusion of most 
of the material on tumors in the rather unduly extensive 
chapter on tumors (150 pages) rather than in the ap- 
propriate chapter on special pathology. Thus the chap- 
ter on diseases of the liver and gallbladder contains no 
mention of tumors; the student (if he happens to think 
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of it) must refer to the index and then turn back some 
200 pages to find the discussion of this subject. 

This is an excellent textbook of pathology, unpre- 
tentious in style, readable, as complete in detail as is 
consistent with its size, and conservative in the drawing 
of conclusions. 

The general practitioner will find it useful for review 
and as a moderate-size reference book. Both students 
and physicians will find pleasure and instruction in its 
pages. —Joun M. Gorn 


Nutrition and Diet in Health and Disease. By James S. McLester, 
M.D. and William J. Darby, M.D. Pp. 710. Price, $10.00. 
W. B. Saunders Company, Philadelphia, 1952. 


The sixth edition of this book is a carefully prepared, 
extensive revision. The first part discusses man’s nu- 
tritive need in health; the remainder of the book is a 
discussion of nutrition and diet in disease. 

The completeness of the references at the end of 
each chapter is evidence that the authors have made a 
great effort to obtain the most reliable and recently pub- 
lished information regarding the subject. 

The statistical charts and detailed diets are compiled 
with accuracy and are presented in a most usable form. 

The appendix of more than one-hundred pages con- 
tains valuable reference material as well as tables re- 
garding the composition of foods. 

Most controversial issues have been wisely omitted. 
However in Chapter 14, “Rickets—Vitamin D Defici- 
ency,” the discussion is inadequate and misleading. 
Too much emphasis has been placed on vitamin D 
deficient rickets without stressing the importance of the 
phosphorus deficiency. Vitamin D per se usually does 
not cure rickets without additional phosphorus. The 
nervousness and convulsions which may occur in rickets 
are due to low serum calcium. 

In Chapter 25, the classification of joint diseases is 
well done. However, there is entirely too much space 
given to skepticism regarding the importance of nu- 
trition in arthritis. 

The reviewer through research and clinical experi- 
ence in bone metabolism is convinced that every 
type of arthritis occurs only after there has been some 
disturbance of bone metabolism. The statement that 
degenerative or hypertrophic arthritis is not caused by 
“metabolic disorder” but is due to wear and tear of 
long continued trauma is highly controversial. If that 
statement were true, all persons constantly engaged in 
heavy manual labor would have arthritis. 

The 710 pages with 14 figures and 145 tables are 
worthy of careful study by laymen, medical students, 
and the entire medical profession. 

Dr. McLester and Dr. Darby have presented a com- 
prehensive review of nutrition and diet without con- 
fusing the reader with too many technical details. With 
great skill they have combined former knowledge of the 
subject with the more recent developments in biophysics 
and biochemistry. —Cnuartks F. Netson, M.D. 
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Rx for Medical Writing. By Edwin P. Jordan, M.D. and Willard 


C. Shepard. Pp. 112. Price, $2.50. W. B. Saunders Com- 
pany, Philadelphia, 1952. 

This small volume, by a former assistant editor of the 
Journal of the A.M.A., is subtitled ‘‘A Useful Guide to 
Principles and Practice of Effective Scientific Writing 
and Illustration,” and constitutes an elementary primer 
for the doctor-author. The section on illustrations and 
statistics by Mr. Shepard is particularly useful in the 
preparation of a medical paper. There are also a number 
of helpful appendices on references, abbreviations, 
proofreaders’ marks, and useful equivalents. 

Dr. Jordan deplores the “‘sameness” about medical 
articles, which indicates, in his opinion, that writers all 
follow the same structural outline and lack the courage 
to pioneer for themselves. He urges the medical writer 
to discard pat formulas and to build his own paper on 
the strength of its own merit and importance. He sug- 
gests that the writer ask himself the question, “What 
do I most want the reader to get from this paper, and is 
this so placed and so emphatically worded that there is 
no chance of missing it?” 

Another worth-while suggestion is that the use of 
footnotes should be sparing, at worst, and avoided, at 
best (a policy, incidentally, which GP has pioneered). 

Although the author has set out to assist the neo- 
phyte writer, he himself occasionally reveals a lack of 
good craftsmanship. When he writes, for instance, “they 
[the authors] may get batted down later by some col- 
league who finds flaws in the deductions. . . .”, we are 
prompted to decry the careless rhetoric into which au- 
thors slip when attempting to write as they speak. Words 
are tools of communication, but on the printed page 
they are also ornaments and should be handled as such. 
Instead of “batted down,” Dr. Jordan should have 
written “rebuffed,” which is what he meant. 

The aspiring author who expects perusal of such a 
volume as this to make him an expert writer will be dis- 
appointed. Writing requires more than pointers. It de- 
mands long practice and much patience. The pointers 


and suggestions are here, however, as aids. 
—Mac F. Canar 


Alcoholism, 1941-1951. By the staff of The Yale Center of 
Alcohol Studies. Pp. 421-511. Price, $1.00. (Paper 
bound). Reprint from Quarterly Journal of Studies on 
Alcohol, Yale University, New Haven, Conn., 1952. 


This series of papers covers the major sources of ma- 
terial in the field of alcoholism, the major areas of re- 
search, and the major types of action programs and or- 
ganizations which are dealing with this problem in our 
current decade. 

The whole series of papers will be interesting to those 
who are particularly concerned with alcoholism and its 
problems. Chapters three, four, and five, and the intro- 
duction will be interesting to physicians in general— 
the third paper is “The Status of Physiological Knowl- 
edge”; the fourth, “The Social Science Research”; 
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and the fifth, ““The Treatment of Alcohol Addiction.” 
The ninety pages in this reprint pamphlet pretty well 
bring one up to date in the field covered. 

—SrTan ey R. Truman, M.D. 


A Manual of Clinical Allergy. By John M. Sheldon, M.D., 
Robert G. Lovell, M.D., and Kenneth P. Mathews, M.D. 
Pp. 413. Price, $8.50. W. B. Saunders Company, Phila- 
delphia, 1953. 


While this book is not a complete unabridged text on 
the subject of allergy, it is thorough enough and com- 
prehensive enough to meet the demands of the most 
critical allergist in clinical practice. 

Theory and controversial matters have been omitted, 
and reference made to the more detailed text on the 
subject for those who desire to pursue them. 

The book covers the field of allergy from immuno- 
chemical aspects of allergy, to the more recent scientific 
and clinical aspects of preparing allergenic vaccines for 
test and treatment. 

The allergenic aspects of headache, and the method 
of patch testing and treating the allergic patient, are 
most valuable sections for the general practitioner. 

For the busy physician, internist, gynecologist, and 
general practitioner alike, this book is a most valuable 
reference, especially when it is impracticable to refer 
the patient to a recognized specialist of allergies. 
—Joun R. Benper, M.D. 


Second Annual Report on Stress. By Hans Selye, M.D. and 
Alexander Horavia, M.D. Pp. 526. Price, $10.00. Acta, 
Inc., Montreal, Canada, 1952. 


This volume is exactly what it purports to be, namely 
a guide to the literature on the subject of stress and its 
various ramifications. There is provided an extensive 
classified index of facts available, as well as an evalua- 
tion of the principal findings as related to stress and the 
general adaptation syndrome. The literature and other 
references are indexed in a very ingenious manner. 
This book is definitely not for the individual uniniti- 
ated into the subject of the G. A. S. since the discussion 
on the basic subject matter is much too brief. For this 
reason, in this reviewer’s opinion, the report will have 
little appeal to the average practitioner. It is definitely 
a reference work and as such is for the individual in- 
terested in the comprehensive reports pertaining to stress 
and the other theories of Selye’s. 
—E. Irvinc M.D. 


Progress in Fundamental Medicine. Edited by J. F. A. McMan- 
us, M.D. Pp. 316. Price, $9.00. Lea & Febiger, Phila- 
delphia, 1952. 


This volume was designed to correlate and sum- 
marize significant recent contributions in a sufficiently 
diverse selection of topics to be of interest to a wide 
group of doctors. These authoritative articles are writ- 
ten largely by pathologists with an excellent apprecia- 
tion of the clinical application of newer histologic, 
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would welcome a copy of GP every month. Certainly every 
medical student should have access to the wealth of sound 
medical knowledge in every issue of this magazine. Chapters 
or members can render a real service to these institutions by 
giving them a subscription—and at a below-production-cost 
price! An attractive card announcing your gift will be mailed 
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chemical, and pathologic discoveries and concepts. 
Clinicians will find considerable information of much 
value in daily diagnostic and therapeutic problems, 
while the laboratory doctor will appreciate the evalua- 
tion of recent advances in technical methods and dis- 
ease concepts. 

The practicing physician will be interested in a brief 
review of the problems covered in the various chapters: 
“Recent Advances in Parenteral Nutrition with Par- 
ticular Reference to Protein Hydrolysates” is self- 
explanatory; “Melanotic Tumors of the Skin” covers 
the histogenesis of these tumors plus suggestions for 
clinical procedure; ‘Pathology of Systemic Lupus Ery- 
thematosus”; ““The Liver” briefly covers function tests, 
newer concepts of abnormal circulation, biopsy, viral 
hepatitis, fatty infiltration, liver necroses, and cirrhosis. 

“Coronary Artery Disease” shows the effect of arte- 
riosclerosis in myocardial circulation, factors concerned 
in acceleration of the arteriosclerotic process, and mech- 
anism of coronary occlusions with some premonitory 
symptoms of thrombosis. 

**The Problem of Carcinoma in Situ with Reference 
to the Human Cervix Uteri” and a companion study of 
genital cytology is an important aid to any physician. 

*‘Non-Silica Pneumonoconioses”’ reviews the result- 
ing lung fibrosis after exposure to diverse dusts repre- 
sented in the metals, mineral, and vegetable fiber in- 
dustries. 

‘A Survey of Techniques for the Histochemical Ap- 
proach to Pathology” and ‘‘The Diagnosis of Fungus 
Infections with Particular Reference to Staining Meth- 
ods” are excellent technical works of primary interest 
to laboratory readers. 

This is a valuable book of basic information for any 
library. —lIvan C. Heron, M.D. 


Gifford'’s Textbook of Ophthalmology. By Francis Heed Adler, 
M.D. Pp. 488. Price, $7.50. 5th Ed. W. B. Saunders 
Company, Philadelphia, 1953. 

This is an excellent book on ophthalmology that is 
written for the medical student and general practi- 
tioner. It is easy to read, has a good index, and contains 
all the essential material. This is one of the best books 
available for office practice. 

—A. N. Lemoine, Jr., M.D. 


Acute Peripheral Arterial Occlusion. By William D. Holden, 
M.D. Pp. 66. Charles C. Thomas, Springfield, Ill., 1952. 


This is one of the short monographs in the Charles 
C Thomas “American Lecture Series.” Like the other 
books in that series, it is pocket size and is attractively 
printed and bound. 

For the most part, Dr. Holden’s “lecture” is a good 
brief review. Here and there he makes a dogmatic state- 
ment that probably cannot be supported, but the greater 
part of his writing is conservative and sound. Never- 
theless it has two serious deficiencies—a dearth of illus- 
trations and an inadequate presentation of details of 


medical (as opposed to surgical) management of acute 
arterial occlusion. —Huceu H. Hussey, M.D. 


American Pocket Medical Dictionary. A Dictionary of the Prin- 
cipal Terms Used in Medicine, Nursing, Pharmacy, Den- 
tistry, Veterinary Science, and Allied Biological Subjects. 
Pp. 639. Price, $3.25. 19th Ed. W. B. Saunders Company, 
Philadelphia, 1953. 


A pocket-sized dictionary must by necessity be greatly 
condensed. This dictionary has not sacrificed essential 
data in the field of medicine; rather, its condensation 
has been achieved by the omission of obsolete terms 
and by good typographic format. 

It is not one which the physician would choose, but 
is designed primarily to meet the needs of students and 
technicians. —CLarE SENNOTT 


Bedside Diagnosis. By Charles Seward, M.D. Pp. 380. Price, 
$3.50. The Williams and Wilkins Company, Baltimore, 
1952. 


Here is a small textbook that could prove useful to 
medical students and most general practitioners. It is 
written in the Cabot tradition—an old school in which 
the diagnosis was made by listening to the patient and 
observing him carefully in a good, strong light. The 
laboratory is either almost completely forgotten or rele- 
gated to a minor role. 

Dr. Seward has crammed a lifetime of clinical experi- 
ence into this little book. Because of its compactness 
the text at times is a bit brief and leaves you dangling. 
But like most books that attempt to cover a vast field in 
a few words, they more often are intended to stimulate 
rather than teach. 

In the opinion of this reviewer Dr. Seward’s book 
serves two functions: It is an excellent memory jogger, 
and it stresses the importance of a good history and 
how to take one. —A. R. Marsicano, M.D. 


ALSO RECEIVED 


Although GP endeavors to publish as many reviews as pos- 
sible, space will not permit the review of all books received from 
publishers. 


The Medical Clinics of North America. Symposium on Pediat- 
rics. Pp. 1,513-1,875. W. B. Saunders Company, Phila- 
delphia, 1952. 


Syphilitic Optic Atrophy. By Walter L. Bruetsch, M.D. Pp. 
138. Price, $5.50. Charles C Thomas, Springfield, Ill, 
1953. 


The Medical Clinics of North America. Symposium on Nervous 
and Mental Diseases. Pp. 295-627. W. B. Saunders Com- 
pany, Philadelphia, 1953. 


Operating Room Technic. St. Mary’s Hospital, Rochester, 


Minnesota. Pp. 345. 4th Ed. W. B. Saunders Company, 
Philadelphia, 1952. 
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FOR A SMOOTH “LIFT” 
WITHOUT TENSION 


Amvicel 


(STUART) 
the outstanding antidepressant 


e Provides a balanced combination of dextro-amphet- 
; amine sulphate and phenobarbital for a smooth 
lift without tension or nervous stimulation 


¢ Helps dispel patient's feeling of chronic fatigue 
e Helps counteract depression, irritability and tension 


4 ¢ Helps relieve pre-menstrual and pre-natal tension 


. 

~ or depression 

; e Vitamins and minerals provide protective amounts 
i of important nutrients 


Low in cost to patients — approximately 
4¢ per capsule 


DOSE: 1 to 3 capsules daily. 


When obesity is not a problem 
prescribe after meals. 


For obesity control prescribe 
‘2 to 1 hour before meals. 


* Vitamins: A, 1700 USP units; D, 170 USP units; 
C, 25 mg.; By, 1 mg.; Bz, 1 mg.; Niacinamide, 10 
mg.; Bs, 0.15 mg.; By2, 1 meg.; Calcium Pantothen- 
ate, 1.5 mg. Minerals: Calcium, 40 mg.; Phosphorus, 
30 mg.; Iron, 3 mg.; Copper, 0.25 mg.; lodine, 0.05 
mg.; Cobalt, 0.167 mg.; Manganese, 0.33 mg.; 
Zinc, 0.1 mg. 


One capsule conta 
Smg Dextro-Amphe 
Sulphate 
gt Phenobor" lose 
200 mg, Methylcell¥” 
9 Vitamins and 8 Me 


el 
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a 
THE STUART COMPANY PASADENA 1, CALIFORNIA 


COMPLETENESS, POTENCY 
AND COST TO PATIENT 


2 tablets t.i.d. provide: 


50% USP Crystalline \ 
Biz By Concentratef . 12 meg. 


Niacinamide........... 
SURST 
SUBSTANCE 
Calcium Pantothenate.................10mg. "toting 
MITAMIN ¢ 


Pyridoxin Hydrochloride................2mg. 
Liver (desiccated).......... 


DOSE: 1 OR 2 TABLETS T. I. D. 


LOW IN COST TO PATIENT 
Approximately 3%¢ per tablet 


Also Available: 


STUART HEMATINIC with Folic Acid and B12 
STUART HEMATINIC FORTIFIED 
STUART HEMATINIC LIQUID 


THE STUART COMPANY + PASADENA 1, CALIFORNIA 
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Medical Critics Tactfully Spanked 
By Retiring President Louis Baver 


**Att doctors should not be tarred with the same 
stick,” Dr. Louis Bauer, retiring president of the 
American Medical Association, advised critics of 
the medical profession in his farewell address during 
the association’s annual June meeting in New York. 

In referring to excessive fees, fee-splitting, and 
ghost surgery, Dr. Bauer declared, ‘They do exist 
and they must be stamped out, but the vast majority 
of the members of the medical profession are honest 
and above reproach in their financial relations with 
the public. The whole profession should not be 
tarred with the same stick which should be applied 
to a few.” 

In so doing, Dr. Bauer gave Dr. Paul Hawley 
and the American College of Surgeons a tactful 
spanking without mentioning them by name. 

A record breaking attendance of more than 
16,000 physicians registered at the A.M.A.’s 102nd 
annual meeting. 

General practicewise, one of the important trans- 
actions was the establishment of the first annual 
grant for assistance in developing scientific exhibits 
in the general practitioner’s field. Four thousand 
doliars to establish an educational fund for develop- 
ing and enlarging the program of the A.M.A. Sec- 
tion on General Practice was presented by the 
Wyeth Company of Philadelphia to A.A.G.P. mem- 


GP August, 1953 


A.M.A. President's installation. Dr. E. J. McCormick of Toledo, 
Ohio (left) was installed as president of the A.M.A. during its 
annual meeting in New York City, Presiding at the ceremony 
is Academy member, Dr. Dwight H. Murray of Napa, Calif., 
who is chairman of the A.M.A. board of trustees. 


ber, Dr. Milton Casebolt of Kansas City, who will 
serve as chairman of the committee to administer 
the fund. Two other Academy members, Dr. Irving 
Baumgartner of Oakland, Md., a new A.A.G.P. 
director, and Dr. Charles McArthur of Olympia, 
Wash. were named to the committee and three 
more will be selected later. A.M.A. will serve as 
custodian of the fund. 

Slated to take over as president of the A.M.A. 
at next year’s meeting in San Francisco is Dr. 
Walter B. Martin of Norfolk, Va., who edged out 
the A.A.G.P.’s past president, Dr. R. B. Robins of 
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and Bradshaw, H. 


long-acting local anesthetic-analgesic 


Clinical experience with EFOCAINE in over 1,000 patients is 
now recorded in the medical literature. This experience, 
summarized above, demonstrates unequivocally sate 

that EFOCAINE achieves at last a long-sought goal in medicine 


for prolonged, non-narcotic control of pain 


in surgery of the head, neck and extremities!.2 


Postoperatively 35 patients required no narcotics, another 24 required only 1 or 2 doses; 
no patient required more than 4 doses. 


in thoracic and upper abdominal surgery and chest pain!.2.3.4 

Postoperative intercostal nerve block with Efocaine allowed patients to breathe deeply 

and cough freely without pain, obviated the need for respiration-depressing 

narcotics an effective means of preventing pulmonary “4 
-more than 50 blocks for miscellaneous chest pain... were all su 


in lower abdominal surgery!.2 
Convalescence was pleasanter and early ambulation was facilitated 


with Efocaine. In one group of 285 patients, 87 required no postoperative narcotics, 
and 14] needed only 1 or 2 doses.2 


in anorectal and vaginal surgery, pruritus ani!.2,5.6 

“A dramatic relief of postoperative pain ...in almost every instance... 
postoperative narcotic requirements were virtually eliminated.’’5 

“All of the patients with pruritus ani were benefited by . . . Efocaine.”’6 


following tonsillectomy’ 


“The results... were most dramatic. A high degree of local pain control 
was achieved in every instance.” 


after episiotomy® 


“A high degree of episiotomy pain-relief was obtained ... patient morbidity was greatly 
teduced, and a more pleasant convalescence achieved.” 


in minor and office surgery! 
Relief of postoperative pain was excellent in 76% of the group, good in the remaining 24%. 


and surgery: prolonged, non-narcotic pain control. aqueous- sacible 
a single injection no vasoconstrictors 


)produces 6-12 days local anesthesia-analgesia 
)provides dramatic, long-lasting relief of pain 
virtually eliminates postoperative narcotics 


Ansbro, F. P., and others: Anesthesiology 13:306, 1952. 2.,lason, A. H., and Shaftel, H. E.: Postoperative Pain Control, presented 
the = the American Medical Association, Chicago, Ill., June 10, 1952. 3. Deaton, 
urgeon 

J. Kansas M. Soc. 53: 230, 1952. 6. Gross, J M., and oth N York Stat M 3 
Otolaryng. 56:59, 1952. 8. Cappe, B. E., i} Pallin, rg & Treat 39. 19 


:616, 1952. 4. Puderbach, W. J., and others: Journal Lancet 72:203, “Z 5. Tucker, C. 


EFOCAINE, a depot solution, is iain in 20-cc, multiple-dose vials. 


available upon request. 


E. FOUGERA & CO., INC. 
75 Varick Street, New York 13, N. Y. 
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Camden, Ark. for the post. Dr. Martin will succeed 
the newly installed president Dr. Edward J. McCor- 
mick of Toledo, Ohio. Dr. Carl H. Gellenthien of 
Valmora, N. M. was elected vice-president. 

The 185-member House of Delegates, faced with 
decisions on many pressing measures, made several 
announcements. After hearing the report of the 
Reference Committee on Legislation and Public 
Relations (headed by A.A.G.P. member George S. 
Klump of Williamsport, Pa.) on eleven resolutions 
dealing with Paul S. Hawley’s public criticism of 
the profession, the House reiterated its belief that 
the A.M.A.’s code of ethics is the best basis for han- 
dling ethical problems involved in the practice of 
medicine. 

It recommended an official statement which de- 
notes that when remarks are made by an individual 
or group other than those with A.M.A. sanction, 
they should be regarded as the views of that group 
alone. 

The committee further stated that “when indi- 
viduals or groups without official status in the 
A.M.A. utter or publish ill-considered statements 
the result too often is that the confidence of the 
public in the medical profession is placed in 
jeopardy.” 

“Broad generalizations, ill-advised and poorly 
prepared statements that often fail to convey the 
intended meaning are most unfortunate and are to 
be deplored. Destructive critical comments serve no 
useful purpose. Your committee has the utmost 
confidence that the great majority of our members 
are entirely capable of avoiding these pitfalls with- 
out additional advice,” stated the committee. 

The House voted that the judicial council review 
the matter of joint billing and fee-splitting. 

The House also adopted the policy, that, except 
in cases involving tuberculosis, psychiatric or neu- 
rologic disorders, responsibility for the care of vet- 
erans with disabilities or diseases of nonservice- 
connected origin should be returned to the indi- 
vidual and to the local community. 

The A.M.A.’s relationship with osteopaths re- 
mained status quo although considerable time was 
spent in discussion of a report prepared by the 1952 
committee headed by Dr. John Cline, a past presi- 
dent. The delegates voted to defer action on this 
measure until the convention next year. 

The consensus of the Cline committee report was 
that so little of the original concept of osteopathy 
remains that medicine as currently taught in schools 
of osteopathy should not be classified as cultist 
healing. 
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An Academy Officer's Profile . . . 


Academy President, World Traveler 


Many of his friends have 
marveled at how Academy 
President U. R. Bryner of 
Salt Lake City can take care 
of a very large private prac- 
tice, hold down several im- 
portant jobs in medical so- 
cieties, rear a large family, 
and still find time for an 
annual trip to Europe. But 
he does it. Last year he at- 
tended a meeting of that 
world organization in Athens. The previous year he 
spent six weeks in Great Britain as one of a team of 
five physicians sent by the American Medical Asso- 
ciation to study the unfolding socialized medicine 
situation there. 

Dr. Bryner, who was installed as president of the 
A.A.G.P. in March at the St. Louis Assembly, has had 
an illustrious role in the organization since its begin- 
ning. As one of the founders, he served as treasurer 
until he was named president-elect last year in Atlan- 
tic City. 

President Bryner, born 51 years ago in Lund, Ne- 
vada, moved with his family to Alberta, Canada, in 
1908 soon after the death of his father. There he was 
schooled and obtained a teaching certificate. 

After a three-year stint of teaching high school 
mathematics and science in Raymond, Alberta, he re- 
turned to the United States. 

He was graduated with a B.A. degree from the Uni- 
versity of Utah and finished his second year in medi- 
cine there before transferring to the University of 
Pennsylvania where he was graduated in 1932 with 
an M.D. degree. 

Dr. Bryner returned to Utah and served his intern- 
ship at the Dr. W. H. Groves Latter Day Saints Hos- 
pital. Immediately after his internship he began prac- 
tice in Salt Lake City. 

Dr. and Mrs. Bryner (the former Virginia Castleton) 
have eight children. They have traveled all over the 
United States, Canada, Mexico, the Hawaiian Islands, 
and Europe. The president’s chief interests are in his 
family, the practice of medicine, traveling, and pho- 
tography. 

He has been active in attendin, state chapter meet- 
ings and other important medical sessions. As one of 
his admirers commented, ‘*He’s always there.” 

Dr. Bryner is senior partner with a group of phy- 
sicians in Salt Lake City which makes it possible for 

_ him to carry on his practice and still be away enough 
to contribute to medical affairs throughout the world. 


Dr. Bryner 


..- for the obese patient 


Obedrin offers 4 practicable solution to the problem of 


a an obese patient on 4 restricted diet. 


Thousands of enth 


usiastic physicians have found that 
Obedrin curbs the appetite without making the patient 


jittery and does not cause insomnia. 


“DO Obedrin contains enough vitamins to supplement the 
restricted diet. A large dose of vitamin C is included to 


help mobilize tissue fluids. 


fe Obedrin contains Pentobarbital, 4 short-acting barbit- 
urate, as 2 corrective. Pentobarbital has approximately 
the same duration of action as methamphetamine, so the 
possibility of cumulative barbiturate effect is negligible. 


Available: The 60-1 10-70 Diet.* This is * convenient, vati- 


able diet, with enough roughage tO eliminate necessity of artificial bulk 
laxatives. 
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In a brief appearance before the House of Dele- 
gates, Mrs. Oveta Culp Hobby, United States Secre- 
tary of Health, Education, and Welfare, said uni- 
versal medical care provided by the government not 
only threatens the democratic principle, but is 
uneconomic and inherently self-defeating. How- 
ever, she cited the need for bringing modern medi- 
cine within the reach of all people. Meeting the cost 
of research and supplying physicians for the future 
are also problems which must be solved, she pointed 
out. 

Mrs. Hobby left no clue as to who would fill the 
post of Special Assistant for Health and Medical 
Affairs—a top office in her department. But she said 
four men are being considered—‘‘all of them doc- 
tors of medicine.” 

A nine-point program was outlined by the incom- 
ing president, Dr. McCormick. He emphasized the 
importance of 1) placement services; 2) 24-hour 
emergency call services; 3) a strong and fearless 
mediation committee to hear patients’ complaints ; 
4) clarifying physician and hospital relationships; 
5) developing and expanding voluntary health in- 
surance; 6) encouraging physicians to participate in 
civic undertakings; 7) good public relations begin- 
ning in the office; 8) good liaison with press, radio, 
and television; 9) the need for unity within the 
profession. 

Dr. Alfred Blalock of Baltimore was awarded the 
Distinguished Service Award of the A.M.A. for his 
outstanding work in vascular surgery, especially for 
his part in the development of the “blue baby” 
operation. 


Extension of Voluntary Health Insurance 
For Low-wage Groups Topic of Conference 


ExTENsION of voluntary prepaid health insurance 
plans, such as Blue Cross, to aid the unemployed, 
the aged, and low-wage earners was stressed at a 
recent conference on hospital care sponsored by the 
Commission on Financing Hospital Care. The con- 
ference, held in Chicago, was attended by repre- 
sentatives of hospitals, business, industry, medical 
education, public health and state welfare associa- 
tions, government, voluntary organizations and 
foundations, and the A.M.A. 

Purpose of the conference was to adduce for the 
commission information and attitudes on methods of 
financing hospital costs for nonwage and low in- 
come groups. No final recommendations were made. 

However, formulas for assistance, depending on 
income and size of family were discussed, utilizing 
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Aunts in the Printers’ Plants 


NO SOURPUSS, SHE 


Tue patients in the ward say it is really re- 
freshing to have nurse Macklin around, for 
she is always so sappy and jolly. 

—Sheffield (Mo.) Enterprise. 


SOUR PRANDIAL 


Mrs. Brirron I. Bupp, one of the many who 
took tums presiding at the tea table. 
—Chicago Tribune. 


NONSTOP 


He (Lowell Thomas) lectured on the Palestine 
and Arabian campaigns (1919), accompanied 
by the Prince of Wales on his Indian tour 
(1922), and has spoken over the radio without 
intermission since 1930. 


—Modern Encyclopedia. 


HORSE BEFORE CART 


PREGNANCY in ewes occurs before lambing, 
especially in those carrying twins or triplets. 
—Omaha Journal-Stockman. 


REMOTE INSEMINATION 


In Marcu, 1945, General de Gaulle appointed 
an eight-man commission to add 12 million 
babies to the population of France within the 
next decade. 
—Postscript to Population Roads 
to Peace or War. 
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Right: Residency award presentation. Dr. Robert 
Humphrey of Denver (second from right), one of the five 
recipients of the second annual Mead Johnson General 
Practice Scholarship Awards presented by the Acad- 
emy, is shown receiving the award certificate from Dr. 
Cyrus Anderson (far right), a member of the A.A.G.P.’s 
Board of Directors. Observing the presentation are 
Robert Lewis, Ph.D., dean of the University of Colorado 
Medical School (left to right) and Joseph Specht, M.J. 
Dr. Humphrey will receive a $1,000 cash award when he 
begins his general practice residency in July, 1954. 


the individual’s capacity to pay to his limit, with 
assistance by government to supplement, and with 
local administration of all such plans. 

Prepayment of sufficient money to carry Blue 
Cross during periods of unemployment received at- 
tention, with suggestions of waiting periods, of 
larger payments for the first year or longer, or of 
increase in unemployment compensation to cover 
monthly costs. 

Many methods of providing hospital care for the 
aged were discussed, ranging from direct payment 
from O.A.S.I. funds to purchase of Blue Cross in- 
surance from these funds. Need for facilities to care 
for nonacute disease, with use of local, state, and 
Hill-Burton funds to provide them was stressed. 

Although opposing social philosophies were rep- 
resented in the conference personnel, the predomi- 
nant note was one of limited compulsion, stimu- 
lated personal responsibility, and extended volun- 
tary coverage. 

Gordon Gray, president of the University of 
North Carolina, and chairman of the commission, 
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Congratulations in order. Another of the recipients of the 
second annual Mead Johnson General Practice Scholar- 
ship Awards, Dr. Harry Roberts Davis, Jr. of the Uni- 
versity of Pennsylvania, is shown receiving congratu- 
lations from Dr. J. Herbert Nagler of Philadelphia, 
past president of the Pennsylvania chapter. Others who 
participated in the presentation ceremony at the Uni- 
versity were Dr. John McK. Mitchell, dean of the 
medical school, and Mr. Herbert E. Ashby of the Mead 
Johnson Company. 


told the conference: ‘To the extent that voluntary 
prepayment is brought within the reach of all peo- 
ple during the time they are employed, we will re- 
duce the number who, when sick, must fall back on 
tax or other funds for payment of their hospital 
care.” 

Among facts brought out in the discussion was 
the lessened ability of older people to pay for hospi- 
tal care; the proportionately higher increase of 
those 65 and more over any other age group in the 
population; the fact that older people have more 
disability and that it is of longer duration, and that 
they require more hospital service than other age 
groups. 

The number of persons 65 and over receiving 
social insurance benefits or public assistance in 1952 
was approximately 6,800,000—about two-thirds of 
the aged who were not employed. 

The commission, an independent group making 
the most comprehensive study of hospital financing 
ever conducted in this country, will make its report 
to the general public later in the year. 
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Plan Co Attend? 


AcaDEMY chapter meetings and 
postgraduate courses, as well as 
other medical meetings in which 
general practitioners will have an 
interest, will appear here monthly. 


Aug. 17-19. University of Colorado School of 
Medicine, postgraduate course on recent ad- 
vances in infectious diseases, Denver. 

Aug. 22-29. First World Conference on Medical Edu- 
cation, London, England. 

Aug. 31-Sept. 5. World Medical Asscciation, Seventh 
General Assembly, The Hague, Netherlands. 

Sept. 2-4. University of California School of Medicine, 
gynecologic and obstetric conference, Univer- 
sity Extension Building, San Francisco. 

Sept. 16-17. Mississippi chapter, fifth annual meeting, 
Jackson. 

Sept. 20-23. Texas chapter, fourth annual meeting, 
Fair Park Auditorium, Dallas. 

Sept. 22-24. Louisiana chapter, sixth annual meeting, 
Bentley Hotel, Alexandria. 

Sept. 23. Massachusetts chapter, fifth annual meeting, 
Hotel Statler, Boston. 

Sept. 24-25. lowa chapter, fourth annual meeting, 
Des Moines. 

Sept. 28-29. Chattanooga-Hamilton County Medical 
Society, the Tennessee Valley Medical As- 
sembly, Chattanooga, Tenn. 

Sept. 28-Oct. 1. Kansas City Southwest Clinical 
Society, 31st annual fall clinical conference, 
Kansas City, Mo. 

Oct. 6. Vermont chapter, third annual meeting, Equi- 
nox House, Manchester, Vt. 

Oct. 12. La Rabida Sanitarium, inauguration of an 
annual institute in the field of rheumatic 
fever, Chicago. 

Oct. 14. New Hampshire chapter, fifth annual meet- 
ing, Dartmouth Medical School, Hanover, N. H. 

Oct. 15. Maine chapter, fourth annual meeting, Lafa- 
yette Hotel, Portland, Me. 

Oct. 16-17. Georgia chapter, fourth annual meeting, 
DeSoto Hotel, Savannah, Ga. 

Oct. 17-19. Mlinois chapter, sixth annual meeting, Ma- 
sonic Temple, Decatur, Ill. 

Oct. 19-22. National Safety Congress, annual 
assembly, Chicago. 

Oct. 19-30. New York Academy of Medicine, 26th 
annual graduate fortnight on disorders of the 
blood and blood-forming organs, New York 
City. 

Oct. 20-21. Maryland chapter, fourth annual meeting, 
Lord Baltimore Hotel, Baltimore, Md. 


Emergency Call Services Popular 
In Ohio’s County Medical Societies 


SIxTY-TWo county medical societies in Ohio are re- 
ported to have some organized plan in operation 
through which the services of a physician for emer- 
gencies can be secured. This is especially helpful 
when the regular family physician cannot be 
reached. 

Establishment of emergency call services has been 
emphasized in the public relations program of the 
Ohio State Medical Association. Some other county 
societies have indicated that the matter was under 
consideration. 

Some of the local programs are carried on through 
the full-time offices of the local medical societies. 
Most of the programs use a local hospital or hospi- 
tals as a central contact point. 


Committee To Investigate Health Service 
Costs Named by England’s Health Minister 


In ENGLAND, the Minister of Health has announced 
that a committee is being set up to inquire into 
Health Service costs. 

Following on the heels of the announcement, Mr. 
Aneurin Bevan, leading the Loyal Opposition, set 
up noisy protests. He complained that the issue of 
Health Service economies was a matter primarily 
for the House of Commons and for political 
decisions. 

The new committee, if given enough powers, 
should discover some much needed information. It 
is asked to review the present and prospective cost 
of the Health Service and to advise how a rising 
charge on the government can be avoided while pro- 
viding for the maintenance of an adequate service. 


Stressing Public Goodwill, Editor Pays 
Tribute to General Practitioners 


“Tue goodwill that the medical profession enjoys 
today was not built up by your specialists but by 
your general practitioners,” Alan C. McIntosh of 
Luverne, Minn., editor of the Rock County Star- 
Herald, told members of the Minnesota State Medi- 
cal Association at their recent meeting in St. Paul. 

More “horse and buggy” doctors devoted to a 
philosophy of service are needed in America today, 
he pointed out. He explained that this does not 
mean turning back the clock. 

Mr. McIntosh warned doctors they will have to 
take the lead in meeting the problem of expensive 
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Lower Left Quadrant 
the 


1 Vena cava, aorta and abdominal 6 Mesenteric lymph nodes 13 Intestinal veins 
aortic plexus 7 Mesocolic lymph nodes 14 Descending colon 


2 Branches of superior mesenteric g Rectum 15 Branches of sigmoid artery 


. and vein 


10 Inferior mesenteric vein, left 17 Mesocolon 
colic artery and ureter 


3 Hleocolic lymph node and 


ileocolic artery and vein arian 
18 Sigmoid colon 


4 Sympathetic abdominal plexus _]]_ Intestinal arteries 19 Epigastric artery and vein 


5 Mesentery 12 Tleum 20 Lateral umbilical ligament 


This is one of a series of paintings for Lederle by Paul Peck, illustrating the anatomy of various organs 
and tissues of the body which are frequently attacked by infection, where aureomycin may prove useful. 
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By providing broad-spectrum 


antibiotic action in all tissues 


and body fluids, 


Aureomycin 


HYDROCHLORIDE CRYSTALLINE 


makes possible the rapid control of 


Sastrointestinal and peritoneal infections. 


the prevention of infectious 
complications following abdominal surgery, 


it Is unsurpassed. 


C Literature available on reguest- 


* 


* 


LEDERLE LABORATORIES DIVISION 
amerscan Cyanamid company 


30 ROCKEFELLER PLAZA, NEW YORK 20, N. Y. 
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health care. There are danger signs that the medi- 
cal profession may bankrupt its resources of public 
goodwill through the trend to higher-paying spe- 
cialties and increasing high cost of sickness. 

*T think some of you are shirking these commu- 
nity obligations. Some of you are ducking your 
moral obligations,” he concluded. 


Los Angeles Doctors’ Group Opposes 
Henry J. Kaiser’s Hospital Plan 


Proposats for a tax subsidized hospital to be built 
by Henry J. Kaiser in Long Beach, California, have 
brought the Council of the Los Angeles County 
Medical Association into a clash with the Kaiser 
Foundation and its Health Plan. 

The difficulty started in 1949 when Mayor Burton 
Chase and the Long Beach City Council appointed 
a committee to study hospital needs. After the com- 
mittee recommended use of moneys from Tideland 
oil resources to meet hospital needs, the suggestion, 
embodied in Proposition “H,” was passed in a 
municipal election on April 3, 1953. 

Mr. Kaiser then proposed to the City Council a 
$3,500,000 loan from the city to build a 210-bed 
hospital. The facilities, when constructed, would be 
available to the general public in Long Beach and 
for the use of qualified physicians and surgeons. 

In reply to a request from local doctors for an 
outline of the relationship they would be expected 
to bear the proposed plan, the Kaiser Foundation 
has offered two alternatives: first, that the Long 
Beach branch of the Los Angeles County Medical 
Association select and form a doctors’ partnership 
to supply medical coverage under a health plan in 
the proposed Kaiser Foundation Hospital; or sec- 
ond, that the Long Beach Branch of the Los Angeles 
County Medical Association set up a competing 
organization operating its own Foundation, Health 
Plan, Hospital and Doctors’ Partnership, and, if 
desirable, in accordance with the pattern used by 
the Kaiser Foundation. 

The physicians’ position, however, is that the 
money should be utilized for construction of hospi- 
tals to be used by the city, operated as private, non- 
profit hospitals by Long Beach people and for Long 
Beach people. 

The Long Beach Insurance Underwriters’ Asso- 
ciation is also opposing a Council contract with 
Kaiser because “such a contract would be a utiliza- 
tion of public funds to ‘subsidize’ the Kaiser Insur- 
ance Plan to the competitive disadvantage of other 
insurance carriers.” 
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At its April 20 meeting, the Los Angeles County 
Medical Association adopted a resolution condemn- 
ing any member of the association who participates 
or practices as a member of a closed panel system 
in a prepaid medical care plan such as the Kaiser 
plan, “‘as not acting in a manner to accord with the 
letter or spirit of the principles of medical ethics of 
the American Medical Association.” 

Says Dr. Paul D. Foster, president of the Los 
Angeles County Medical Association, “The doctor 
who has so little confidence in his own ability that 
he succumbs to the lure of corporate medicine has, 
in effect, become a captive doctor. ... His first 
allegiance is to the person for whom he works—and 
his second, and minor, loyalty is to the patient 
under his care.” 


Honorary Member of Texas Chapter 
Given Citations from County Groups 


Dr. L. H. Reeves of Ft. Worth, who became the 
first honorary member of the Texas chapter in 1951, 
was honored again recently by the Tarrant County 
(Texas) chapter and the Tarrant County Medical 
Society. 

Ata testimonial dinner given to honor the veteran 
doctor of fifty-two years’ practice, a new medical 
bag was presented by the medical society and the 
Academy chapter gave Dr. Reeves a plaque. The 
plaque presentation was made by Dr. James D. 
Murphy, a member of the Tarrant County chapter 
and the new vice-speaker of the A.A.G.P.’s Con- 
gress of Delegates. 

Praise for the honoree was given by many 
speakers including one of the A.A.G.P.’s founders, 
Dr. J. M. Travis of Jacksonville, the A.M.A.’s selec- 
tion for “general practitioner of the year” in 1952. 
Dr. Reeves represented Texas at the Western 
Hemisphere Conference of the World Medical 


Association in Richmond this spring. 


Medical News in Small Doses: 
Past President R. B. Robins of Camden, Ark. gave 


the commencement address at the University of 
Nebraska College of Medicine and School of Nursing 
in Omaha. “Comments on the Practice of Medicine” 
was the topic of his speech. . . . GP’s medical editor, 
Dr. Hugh H. Hussey, was featured on the program 
of the thirty-third annual session of the Southern 
Pediatric Seminar held at Saluda, North Carolina 
July 20-August 1. Obstetric week is being held 
August 3-8. ... Five Academy members served on 
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the syringe you i been waiting for! 


“BECTON, DICKINSON AND COMPANY, RUTHERFORO, 
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important reference committees of the House of 
Delegates of the American Medical Association 
during the meeting in New York City. Dr. J. 
Paul Jones of Camden, Ala., was a member of the 
Reference Committee on Amendments to the Con- 
stitution and By-Laws; Dr. Charles L. Farrell of 
Pawtucket, R. I., served on the Reference Com- 
mittee on Industrial Health; Dr. George S. Klump 
of Williamsport, Pa., was chairman of the Com- 
mittee on Legislation and Public Relations; Dr. 
Wendell C. Stover of Boonville, Ind., served on the 
Reference Committee for Medical Military Affairs; 
and Dr. Paul A. Davis of Akron, Ohio, delegate 
from the Section on General Practice, was a mem- 
ber of the Reference Committee on Reports of 
Officers. ... Dr. Ward Darley, president of the 
Association of American Medical Colleges, who has 
long been active in promoting general practice in 
medical schools curricula, was recently appointed 
president of the University of Colorado. . . . Three 
new officials of the Wayne County Medical Society 
elected recently are Academy members. Dr. Edwin 
H. Fenton is president-elect; Dr. W. B. Harm was 
elected to a one-year term as trustee, and Dr. John 
Schlemer is chairman of the General Practice Sec- 
tion... . Academy member, Dr. Jesse D. Rising 
of Kansas City, was honored by the University of 
Kansas School of Medicine, as the practitioner in 
Kansas City who has given most freely of his time 
to the medical school in the past year. KU also 
honored Dr. Elwood A. Sharp, a director of clinical 
investigation, who developed Ventriculin for the 
specific treatment of pernicious anemia and helped 
in the development of the hormones, Antuitrin and 
Theelin. . . . A drive for funds for the American 
Medical Education Foundation is being carried on 
in Minnesota by its state chairman for the fund, 
Dr. H. E. Drill, an Academy member. . . . James 
C. Anderson of San Antonio who works part time 
as executive secretary of the Bexar County (Texas) 
chapter has also been placed in charge of the tech- 
nical exhibits for the 18th annual meeting of the 
International Medical Assembly of Southwest Texas 
which will be held in San Antonio January 26-28. 
. . . Several members in Texas played outstanding 
roles in the recent 86th session of the Texas Med- 
ical Association. Dr. Andrew S. Tomb of Victoria 
was elected vice-president and Dr. J. M. Travis of 
Jacksonville was re-elected to his post as secretary. 
Dr. Ben H. Bayer of Houston, as an officer of the 
scientific sessions, served on the program committee 
and Dr. James D. Murphy of Ft. Worth was chair- 
man of the Committee on Scientific Exhibits. 
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Surrounded by charm and luxuries ... 7 
minutes from downtown. Superb food— 
unsurpassed service ... dancing and de- 
lightful entertainment in the beautiful Zephyr 
Room. Bungalow suites adjacent to hotel. 


Telephone 
VAlentine 7047 


ARMOUR & WARWICK BLVD. 
KANSAS CITY, MO. 


VOLUME INDEX 


Copies of the Subject and Author Index of 
Volume Vil of GP are now available free 
of charge to subscribers who wish to have 
them. Readers who wish to preserve their 
copies of GP by binding them into volumes 
will want to include the Volume Index. 
Copies are available upon request to 
Circulation Manager, GP Magazine, 406 


West 34th Street, Kansas City 11, Missouri. 
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ENTERIC DETOXICANT OF CHOICE 
---FOR EVERYDAY PRACTICE 


Resion 


POLYAMINE METHYLENE RESIN AND SYNTHETIC SILICATES 


totally insoluble and nontoxic” 


Reston has been called “‘the treatment of choice 
for diarrheas of the type the physician is called 
upon to treat in his everyday practice,” and 
because its honey and syrup vehicle is so delicious, 
Resion is willingly accepted by patients of all 
ages, including infants. 


Resion, combining polyamine methylene resin, 
10%. sodium aluminum silicate, synthetic, 10% 
and magnesium aluminum silicate, synthetic, 
1.25%, adsorbs an extremely wide range of en- 
teric toxins, yet is “‘... absolutely nontoxic.’* 


Particularly valuable in the treatment of infan- 
1 tablespoonful hourly for 4 doses: tile diarrhea, Reston has also proved markedly 
then 1 tablespoonful every 3 hours. effective in food poisoning, gastrointestinal infec- 
For infants, same schedule, tea- tions, and nausea and vomiting of pregnancy. 
spoonful doses. Nausea and vomiting 
of pregnancy, 1 or 2 teaspoonfuls 1. Rev. Gastroenterol. 19:660, 1952 
on arising, between meals and at 2. Exper. Med. & Surg. 9:90, 1951 


bedtime. Reston is supplied in wide- . J. Philippine M. A. 26:155, 1950 
mouthed bottles of 4 and 12 fluid- 


ounces. 


THE NATIONAL DRUG COMPANY 


= Philadelphia 44, Pa. 


More Than Half A Century Of Service To The Medical Profession 
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Resion . . « for rapid, complete control of 


DIARRHEA... infants and adults 


FOOD POISONING 
ENTERIC INFECTIONS 
NAUSEA AND VOMITING OF PREGNANCY 
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Oil dispersion (x133). Large irregular globules 
fail to mix readily with fecal mass. Phenol- 


phthalein is not evenly distributed to stimulate 
peristalsis. Action may be sporadic and evacuation 
incomplete. 
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stimulation. 


Which Laxative is Better — 
COARSE DISPERSION OR FINE EMULSION? 


Coarse dispersions are unstable, and 
erratic in their effects. Any physician 
can recognize the superiority of the 
fine Agoral emulsion (at right, above) 
compared with an ordinary oil-in- 
water dispersion (left). 

Free-floating oil is distasteful and 
often regurgitated. Large oil globules 
tend to coalesce and form pools in the 
gut, which may seep past the sphinc- 
ter as anal leakage. 


Agreeable to Sensitive Stomach 
The fine emulsion of Agoral is palat- 
able and will not distress a sensitive 
stomach. It assures more uniform dos- 
age and distribution ot the active ingre- 
dients, more uniform clinical results. 
Its thorough admixture with the 


bowel content gives effective, uniform 
lubrication of the fecal mass as well 
as the canal. There is no loose oil to 
cause anal leakage. 

Mixed like Homogenized Milk 

Agoral is emulsified exclusively with 
refined white mineral oil, purified 
white phenolphthalein, agar-gel, trag- 
acanth, acacia, egg-albumen and glyc- 
erin, by a special process similar to 
that used for homogenizing milk. 

For over 30 years medical men have 
obtained results with Agoral with a 
uniformity and precision which are a 
constant source of satisfaction both 
to them and to their patients. 
WARNER -CHILCOTT LABORATORIES 

Division of Warner-Hudnut, Inc., 
New York 11, N. Y. 


AGORAL 


PLEASANT AND GENTLY EFFECTIVE WITHOUT DISTRESS OR LEAKAGE 


l. The 
small, uniform globules and the phenolphtha- 
lein mix readily with the bowel content, produc- 
ing peristalsis by more uniform lubrication and 
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Banquet time. Virginia’s general practitioners and their wives gathered in force for the social 
highlight of the chapter’s third annual scientific assembly in Richmond. The A.A. G.P.’s Speak- 
er of the Congress of Delegates, Dr. J. S. DeTar of Milan, Michigan was banquet speaker. 


NEWS FROM THE STATE CHAPTERS 


A tora. of 226 physicians, coming from West Vir- 
ginia, North and South Carolina, and Michigan, as 
well as Virginia, registered for the Third Annual 
Scientific Assembly of the Virginia chapter which 
was held recently in Richmond. This meeting was 
held in conjunction with sessions of the Virginia 
Diabetes Association and the Virginia chapter of 
the American College of Chest Physicians. 

Dr. Richard M. Reynolds of Norfolk was the 
unanimous choice for the post of president-elect 
and Dr. John W. Davis, Jr. of Lynchburg was 
named vice president-elect. Dr. W. Linwood Ball 
of Richmond was elected to succeed himself as 
secretary and Dr. Carl W. Meador of Richmond 
was voted in as treasurer. 

The 1954 meeting will be held again in Rich- 
mond during the first week in May. This year’s 
meeting had forty-eight pharmaccutical and surgi- 
cal supply houses displaying technical exhibits. 
Scientific exhibits covered cancer, the activities of 
the Blue Shield Organization, the A.A.G.P. Group 
Insurance Plan, and the placement of physicians in 
many areas of Virginia. 

At the banquet, the after-dinner speaker was Dr. 
J. S. DeTar of Milan, Michigan, speaker of the 
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A.A.G.P. Congress of Delegates. He discussed the 
individual doctor’s place as well as the component 
and constituent chapters’ place in the Academy. 

Academy president, Dr. U. R. Bryner of Salt 
Lake City, will speak at the banquet of the Lovisiana 
chapter’s annual meeting which will be held Sep- 
tember 22-23 in Alexandria. 

At the first annual scientific Assembly of the 
Rhode Island chapter held recently in Provi- 
dence, three nationally known physicians presented 
the program. They were Dr. J. S. DeTar of Milan, 
Michigan, Dr. Robert Greenblatt of the University 
of Georgia, and Dr. Edward H. Crosby of McCook 
Memorial Hospital in Hartford, Conn. Dr. Peter 
Erinakes was chairman of the meeting. 

Plans are being completed by the California 
chapter in anticipation of its annual meeting to be 
held October 25-27 at Hotel del Coronado in San 
Diego. 

Dallas, Texas will be host to the Texas chapter 
during its annual meeting September 20-22. A big 
scientific program has been planned with speakers 
coming from all over the country to participate. 
Twelve postgraduate study hours are being allo- 
cated to doctors who attend this meeting. 
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The Pennsylvania chapter reports that it has a 
net increase of fifty members despite the fact that 
eighteen were dropped for failure to keep up with 
the required postgraduate work. 

At the chapter’s recent annual meeting in Bed- 
ford Springs, Pa., Dr. Charles K. Rose, Jr. of Allen- 
town became president. Dr. Edwin Matlin of Mt. 
Holly Springs was elected vice-president, Dr. John 
B. Jacobs of Lansdale was named president-elect 
and Dr. Horace Eshbach of Philadelphia was 
elected secretary-treasurer. 

The sessions were concluded with a banquet and 
dance attended by 400 members and their guests. 
Banquet speakers were Dr. James L. Whitehill, 
president of the Medical Society of the State of 
Pennsylvania, Dr. William McEllroy, dean of the 
University of Pittsburgh Medical School, and Dr. 
George A. Bennett, dean of Jefferson Medical 
College. 

A charter was presented to the Illini Regional 
(IMinois) chapter by Dr. Carleton Smith, past 
president of the Illinois chapter at a recent meeting 
in Champaign. Officers of the newly-formed group 
are Dr. Lloyd F. Kaiser of Champaign, president; 
Dr. Gernon Hesselschwerdt of Urbana, vice-presi- 
dent; and Dr. Dale Sunderland of Rantoul, secre- 
tary-treasurer. 

A schedule for the Fifth Postgraduate Program 
of the Illinois chapter which is entitled “Medicine 
for Today” has been released by the chapter’s com- 
mittee on education. Lectures will begin October 13 
and continue through November 20, resuming 
again April 13 and continuing through May 21, 
1954. The lectures will be given for periods of two 
hours per week. Enrollment may be placed with one 
of the assigned registrars in the thirteen centers, 
which were named last year. 

The treatment of hand and forearm injuries were 
discussed at the final lecture in the current series 
before the Rockford (Illinois) chapter. The speaker 
was Dr. Clarence W. Monroe of the University of 
Illinois. 

Dr. Carl C. Pfeiffer of Chicago told members of 
the Washington chapter that two types of head- 
aches, which may be as severe as the migraine type, 
can be controlled by maintaining regular living and 
working habits. This was the gist of his talk at the 
Clinic Day program of the Washington chapter at 
the University of Washington, Seattle. 

Willem J. Van Rossen, district representative for 
KLM Royal Dutch Air Lines, was guest speaker at 
the recent dinner meeting of the Hartford County 
(Connecticut) chapter. 


Members of the Westchester County (New York) 
chapter have expressed the opinion that the medi- 
cal fee schedule of the department of welfare of 
Westchester county does not reflect the type and 
quality of services rendered. The chapter feels it 
should take the initiative in recommending that the 
Westchester County Medical Society pass a resolu- 
tion proposing that the welfare fees be “upgraded 
in a manner commensurate with that of the U.M.S.” 

At the annual election of officers of the Wayne 
County (Michigan) chapter, Dr. Arthur B. Levant 
was elected president. The new vice-president is 
Dr. Howard C. Rees, Dr. A. Ray Marsh is treasurer, 
and Dr. Lyle W. Korum is secretary. 

The Hennepin (Minnesota) County chapter 
sponsored the recent program, “Curable lesions 
which simulate multiple sclerosis and allied diseases 
of the spinal cord.” 

Dr. T. B. Quigley of Boston spoke on minor pro- 
cedures in the treatment of trauma at the June 
meeting of the New Hampshire chapter in Plym- 
outh. 

The Indiana chapter has established the policy 
of not having its own special meeting during the 
sessions of the Indiana State Medical Association, 
so all Academy members are urged to boost the pro- 
gram of the General Practice Section. A program on 
practical business policies will be presented at the 
Section’s meeting at 2 p.M. October 21 in French 
Lick. 

Two University of Kansas Medical School pro- 
fessors presented the June 10 Road Show at Frank- 
lin, Indiana. Dr. E. Grey Dimond and Dr. Kurt 
Reissmann were the speakers. 

Sixty members and guests of the Oklahoma County 
(Oklahoma) chapter attended its June 12 meeting 
to hear Dr. Theodore C. Panos of Galveston speak 
on “*Polio—Practical Aspects.” Dr. Panos is an asso- 
ciate professor of pediatrics at Texas University. 

The Tulsa County (Oklahoma) chapter had Dr. 
Gilbert L. Hyroop of Oklahoma City as its guest 
speaker at a meeting held late in June. His subject 
was ‘Reconstructive Surgery of the Hand.” 

Dr. Warren B. Poole of Oklahoma City, who is 
serving his second term as secretary-treasurer of 
the Oklahoma chapter has resigned and plans to 
move to Lubbock, Texas the first of September. 

New officers of the Manitowoc (Wisconsin) chap- 
ter are Dr. Nelson A. Bonner, president; Dr. Charles 
Wall, vice-president; and Dr. Leon D. Sobush, sec- 
retary-treasurer. These officers are planning a joint 
meeting of the Sheboygan, Fond du Lac, Appleton, 
and Manitowoc chapters in September. 
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IN ORAL ESTROGEN THERAPY 


no odor or after-odor 
no taste or aftertaste 


Ba, in this observation by 
Reich et al. is an important 
forward step in oral estrogen 
therapy: “The annoying urinary 
taste and odor, sometimes found 
in natural conjugated estrogen, 
is not present.” 
This finding, derived from the 
authors’ extensive clinical trial 
of SULESTREX, reflects this 
significant fact: SULESTREX 
contains no uriniferous ingredients 
to affect the breath or perspiration. 
Of the 200 patients represented 
in the above studies, 125 were 
treated for menopausal symptoms. 
Of these, 113 (90.4%) were 
relieved of symptoms... “with an 
amazingly low incidence of 
side reactions.” 
A stable, water-soluble salt, : cad 
Sutestrex is rapidly hydrolyzed 


STILL SETTING THE FASHION PACE... RIGHT THROUGH THE MENOPAUSE LAURA JEAN ALLEN 


in the body to estrone, an 

estrogen of long-established clinical 
efficiency. Thus you have a drug 
of unexcelled therapeutic 


effectiveness .. . of uniform, 


chemically standardized potency... 1.Reich, W. J., et al. (1951), 
7 A Recent Advance in Estro- 
© enic Therapy. I. Amer. J. 


bst. & G -» 62:427, 
Remember the name: SULESTREX A ie. 2. eich, W. J., et 


Piperazine. In PIPERAZINE al. (1952), A Recent Ad- 


vance 
ixi ( Lb Therapy. II. Amer. J. Obst. 
Tablets, Elixir. (PIPERAZINE ESTRONE SULFATE, ABBOTT) & Gynec., 64:174, July. 


of definite esthetic acceptability. 
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L. LAMOUR 


.. all the patients who represent the 44 uses for short-acting N [ M B l TAL 


H.. many of short-acting NemButat’s 44 uses have you tried? 

Whether it’s three—or three dozen—your own experience will have shown 

you these advantages: 

1. Short-acting NemButat (Pentobarbital, Abbott) can produce any desired 

degree of cerebral depression—from mild sedation to deep hypnosis. 

2. The dosage required is small—only about one-half that of many other barbiturates. 
3. Hence, there’s less drug to be inactivated, shorter duration 

of effect, wide margin of safety and little tendency 

toward morning-after hangover. 


4. In equal oral doses, no other barbiturate combines 
5 ce icker, briefer, d effect. 
& effect try the ra (Mgr) quicker, briefer, more profound eff 
NEMBUTAL Sodium capsule. 
a 
/ For brief and profound 
Aypnosistrythe0.J-Gm. 
(PA-gr.) Nemautat Sodiun 
capsule, 


Do your barbiturate prescriptions fit all of this 
description? They do if they 


call for short-acting NEMBUTAL. Obbeott 


0 


Nembutal’s 


Clinical Use} 


SEDATIVE 


Cardiovascular 

Hypertension 

Coronary disease 

Angina 

Decompensation 

Peripheral vascule 
disease 


Endocrine Disturb: 
Hyperthyroidism 
Menopause 


Nausea and Vomit 
Functional or orgoll 
disease facute g 
intestinal ond em 
X-ray sickness 
Pregnancy 
Motion sickness 
Gastrointestinal Di 
Cardiospasm 
Pylorospasm 
Spasm of biliary t 
Spasm of colon 
Peptic uicer 
Colitis 
Biliary dyskinesia 
Allergic Disorders 
Irritability 
To combet stimula 
ephedrine alon 


Irritability Associq 
With Infections 
Restlessness and 
Irritability With P 


Central Nervous $ 

Paralysis agitans 

Chorea 

Hysteria 

Delirium tremens 
ia 

Anticonvulsant 

Traumatic 

Tetanus 

Strychnine 

Eclampsia 

Status epilepticus 

Anesthesia 


HYPNOTIC 
Induction of Sleep 
OBSTETRICAL 
Nausea and Yomit@ 
Eclampsia 
Amnesia 
SURGICAL 
Preoperative Seda 
Basal Anesthesia 
Postoperative Sed 


PEDIATRIC Sedati 


Special exominct 
Blood transfusions 
Administration of 
parenteral fluids 
Electroencephalo 
Minor surgery 


Preoperative Seda 
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OHIO CHAPTER UNOFFICIALLY 
GAINS BUILDING FUND LEAD 


A MATTER of a few days kept Ohio from taking over 
the lead in the state standings of the Building 
Fund drive for June. Since the $335 contributed 
during the month by the Ohioans didn’t reach 
headquarters in time to get into the June account- 
ing processes, Texas retains the leadership with a 
total contribution of $8,588.07. 

However, June honors go to two other state 
chapters. West Virginia, as a result of its annual 
meeting, sent in $350 in cash, and Massachusetts 
turned in $200. Of the cash contributions in West 
Virginia, two more persons are members of the 
Century Club; but eight doctors, through $100 
pledges also became members. One of the $100 
contributions from Massachusetts was given as a 
memorial to Dr. Ernest P. Bixby made by Mr. 
Charles G. Allen, Jr. of Barre, Mass. 

Aside from the memorial fund and the $100 
donated by the Arizona chapter, six A.A.G.P. 
members made $100 cash contributions placing 
them on the Century Club roster. 

The present standing of the “Top Ten” states 
is as follows: 

$8,588.07 


8,390.00 


1 $4,716.00 
2. 

3. 7,512.52 

4 

5 


2,905.00 
2,630.00 
2,625.00 
2,375.00 


6,375.00 


4,730.50 . North Carolina 


Wisconsin and North Carolina have been vying 
for the tenth spot and North Carolina, through its 
donation of $50 in June moved ahead. 

Colorado and Indiana changed places with 
Colorado now in No. 8 position. Ohio’s June con- 
tribution will lay the groundwork for a prosperous 


July total. 


Cash Contributions by States 


7,512.52 
2,630 
802 
(Continued on page 131) 
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COLORADO SPRINGS 


Impressive Pikes Peak towers above this year 
‘round resort center, lending scenic beauty and 
atmosphere. Cheerful rooms ... excellent service 
. +. delicious food ... delightful lounge bar. Also 

ple and cor tion rooms for commercial men. 
All mountain resort activities near hotel. Free 


At the Foot of World Famous Pikes Peak 
COLORADO SPRINGS, COLORADO 


SHIRLEY SAVOY 


HOTEL 


TWO PERSONS 
FOR THE PRICE OF ONE 


17TH AT BROADWAY 


DENVER, COLO. 


parking. 
: 
| 
3 Hi 
state contributions total } 
Colorado........ 


‘many respects 
THE SAFEST among the 
potent hypotensives 


VERILOID 


“alkaleidal extract of Veratrum viride 


® lowers blood pressure by vasorelaxation independent 
of vagomotor effect 


® no ganglionic or adrenergic blocking 

@ no danger of postural hypotension 

® cardiac output is not reduced 

® no compromise of renal function 

® cerebral blood flow not decreased 

® tolerance or sensitivity rarely develops 

® can be given over long periods without loss of efficacy 


now in a new and highly 
advantageous dosage form 


OTHER DOSAGE 
FORMS 
OF VERILOID 


Veriloid 
(plain) is available in 1, 2, 
and 3 mg. scored slow dis- 
solving tablets. 


Veriloid-VP 
combines Veriloid 2 mg. 
and phenobarbital 15 mg. 

(% gr.) per tablet. 


Veriloid-VPM 
adds mannitol hexanitrate 
10 mg. per tablet to the 

formula of Veriloid-VP. 


RAUWILOID + VERILOID 


The addition of Rauwiloid (1 mg.) to Veriloid 
(3 mg.) in one tablet presents unique advantages. 
Rauwiloid, a mild hypotensive producing virtually 
no side actions, leads to desirable moderate brady- 
cardia, a feeling of calm tranquility, and rapid 
remission of symptoms. It apparently potentiates 
the powerful hypotensive action of Veriloid, thus 
making it possible for the patient to obtain striking 
reduction of blood pressure from lower doses of 
Veriloid, and with less likelihood of side actions. 
Average dose, one tablet 3 times daily, ideally after 
meals, at intervals of not less than 4 hours. 


RIKER LABORATORIES, 


8480 Beverly Boulevard, Los Angeles 48, California 
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(Continued from page 129) 
Cash Contributions by States 


June 

state contributions 
District of Columbia. ........... 10 


see 


180 

100 

100 

15 

350 

6 

Ws 
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total 
305 
627.08 


2,905 
2,625 
2,340 
1,211 

790 
2,120 


20 
690 
230 
668 
2,080 
200 
4,730.50 
2,375 
85 
8,390 
1,035 
605 
2,148 
70 
2,245 
300 
1,200 
8,588.07 
605 
360 
755 
410 
1,175 
2,345 
601 
150 
10 
161.61 
8,475 
20,000 
$114,581.78 


THE 


BLUE BONNET 


... POINTS FOR RETURN 


© 250 modern, comfortable rooms with bath 
© Coffee Shop for delicious, budget-wise meals. 
© Centrally located—convenient to everything. 
® Hospitality and service unlimited. 

® Complete garage and parking facilities. 


® Modest rates from 


$3.00 daily, single 
$5 daily, double 


STERLING AND HOLLANDER 


CLINICAL ALLERGY 


On the Management and Treatment of 
Allergic Diseases 
by 
ALEXANDER STERLING, M.D. 
Diplomate in Internal Medicine, Fellow of the 
American Academy of Allergy, Etc. 


Assisted by 
B. STERLING HOLLANDER, A.B., M.D. 


$500 


This book has been highly commented on by many med- 
ical Journals. The following are examples: 
“The author i is one of the pioneers in allergy and has 
ibuted to its prog 
Journal American Medical Association 
“The general practitioner for whom this book is in- 
tended will find ing and instructive 
cases described and methods of treatment discussed.”” 
Southern Medical Journal 
“It contains a considerable amount of clinical evidence 
for the multiformity of respiratory allergies and will be 
read with interest by everyone familiar with the difficul- 
ties of the subject.”” 


American Practitioner 
At your Bookstore or order directly from 
International Universities Press, Inc. 
227 West 13th Street New York 11, New York 
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when the history 


hints at diabetes 


for urine-sugar analysis 


CASES 
20 30 40 SO 60 


¥ 


SISTER 
BROTHER 


MOTHER 


Kidney disease FATHER 

Heart disease 
UNCLE 
AUNT 
COUSIN 
GRANDFATHER 
GRANDMOTHER 
DAUGHTER-SON 


NIECE—NEPHEW 


The Diabetic Relatives of 265 Diabetics 


In view of “...the very high incidence 
of...unsuspected cases among the 
blood relatives of diabetic patients,” 
urine-sugar testing of all such 
duration. individuals should be routine and frequent. 


1. Barach, J. H.: Diabetes and Its 
Treatment, New York, Oxford University 
Press, 1949, p. 38. 

2. Allen, F. M.: Diabetes Mellitus, 

in Piersol, G. M., and Bortz, E. L.: 
Cyclopedia of Medicine, Surgery, Specialties, 
Philadelphia, F. A. Davis Company, 

1951, vol. 4, p. 505. 


AMES 
COMPANY, INC., ELKHART, INDIANA 
Ames Company of Canada, Ltd., Toronto 


Hypertension 
— 
a 4 
| 
46453 


“PREMARIN? in the menopans. 


Substances (water-soluble) also 
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NOW 


the first intramuscular digitoxin 


DIGITALINE NATIVELLE’ 
INTRAMUSCULAR 


for dependable digitalization and maintenance 


when the oral route is unavailable 


DIGITALINE NATIVELLE 
INTRAMUSCULAR 

is indicated for patients who are 
comatose, nauseated or uncoopera- 
tive, or whose condition precludes the 
use of the oral route. 


DIGITALINE NATIVELLE 
INTRAMUSCULAR 
provides all the unexcelled virtues of 
its parent oral preparation. 

Steady, predictable absorption. 
Equal effectiveness, dose-for-dose 
with oral DIGITALINE NATIVELLE. 
Easy switch-over to oral medication. 


Clinical investigation has shown that DIGITALINE NATIVELLE INTRAMUSCULAR 
is “effective in initiation and maintenance of digitalization. A satisfactory therapeutic 
effect was obtained with minimal local and no undesirable systemic effects.’’* 


DIGITALINE NATIVELLE INTRAMUSCULAR - 1-cc. and 2-cc. ampules, boxes of 6 and 50. Each cc. provides 0.2 mg. 
of the original digitoxin- DIGITALINE NATIVELLE. 


*Strauss, V., Simon, D. L., Iglauer, A., and McGuire, J.: Clinical Studies of Intramuscular Injection of Digitoxin 
(Digitaline Nativelle) in a New Solvent, Am. Heart J. 44:787, 1952. 


Literature and samples available on request. 


VARICK puanmacat company, Inc. 
(Division of E. Fougera & Co., Inc.) 
75 Varick Street, New York 13, N.Y. 
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for the relief of tension 
and associated pain and 
spasm of smooth muscle 


a threefold action ts provided by 


Trasentine-Phenobarbital 


(Adiphenine Ciba) 


1. Phenobarbital provides sedation and eases tension 
without the greater hypnotic effect of more potent 
barbiturates. 


2. Trasentine relieves gastrointestinal pain by exert- 
ing a direct local anesthetic effect on the mucosa. 


3. Trasentine relaxes spasm through a papaverine- 
like effect on smooth muscle and an atropine-like effect 
on the parasympathetic nerve endings. 


Prescribe Trasentine-Phenobarbital for nervous ten- 
sion and gastrointestinal disorders in which psycho- 
somatic factors are dominant. Each tablet contains 50 
mg. Trasentine hydrochloride and 20 mg. phenobar- 
bital. Bottles of 100 and 500. 


CGiba 


Ciba Pharmaceutical Products, Inc., Summit, New Jersey 


GP « August, 1953 


| 
135 


Tailored specifically for 
refractory infections of the 
urimary tract: 
pyelonephritis 
pyelitis 

cystitis 


FURADANTIN 


® brand of nitrofurantoin 


A new chemotherapeutic agent 
with definite advantages: 


clinical effectiveness against most of the bacteria of 
urinary tract infections, including many strains of Proteus, 
Aerobacter and Pseudomonas species 


low blood level—bactericidal urinary concentration Available on prescription as 


effective in blood, pus and urine—independent of pH —“@4/ets of 50 mg. & 100 mg. 


limited development of bacterial resistance 


rapid sterilization of the urine 
stable oral administration 


NORWICH, NEW YORK 
low incidence of nausea; 
no proctitis or pruritus— 
no crystalluria or hematuria ' 
he. 
NITROFURANS 


nonirritating—no cytotoxicity—no inhibition 
of phagocytosis 
tailored specifically for urologic use 


Literature on request 
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Thephorin is a potent antihistamine 
basically different in structure 
from all other antihistamines -- 
different also in its action -- it 
usually relieves allergic symptoms 
without drowsiness. Out of more 
than 2000 patients treated with 


Thephorin, 97% were alert and wide 


awake during therapy. 


} 
+ 
4 
i 
+ 


Over 79% of 859 patients suffering 


from hay fever were relieved by 


Thephorin; This daytime anti- 
histamine usually provides conven- 
ient control of allergic symptoms 


without drowsiness. Available in 


10-mg and 25-mg tablets, plus 


anise-flavored syrup. 
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Xanthoma. Subject lighted to show 
protuberant character of tumor. 


To present your findings brilliantly 


... with great new flexibility 


Ie yours is a project or a subject where continuity 
is vital—surgery for example; if you have show- 
ings which are to be made before large as well as 


small audiences, sometimes by yourself, sometimes - 


by others—you’ll require 16mm. motion-picture 
film and a competent, high-quality projector. 


Everything you want—with a Kodascope Pag- 
eant Sound Projector, 16mm. It projects sound 
or silent film, takes reels up to 2000 feet. It is com- 
pact, light—15%4 x 13 x 10% inches—weighs only 
324 pounds; is easy to set up and operate; pro- 
vides brilliant projection even in a large hall—a 
2-inch, f/1.6 lens, for example, produces a 6-foot- 
wide screen image at 32 feet. 


Sound is wide-range, undistorted, making speech 
crisp and intelligible. Connection for plugging in 
accessory microphone permits narration. 


“Lubricated for life” bearings need no oiling. 
Runs cool and quiet. Price, $400, subject to change 
without notice. 

For further information see your photographic 
dealer or write direct. 


EASTMAN KODAK COMPANY 
Medical Division, Rochester 4, New York 


Serving medical progress through Photography and Radiography 
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Koda 


prompt 


thorough 
gentle 


Phospho-Soda (Fleet) is a 
solution containing in each 
100 ce. sodium biphos- 
phate 48 Gm. and sodium 
phosphate 18 Gm. ‘Phos- 
pho-Soda’ and ‘Fleet’ 
are reg. trademarks of 

C. B. Fleet Co., Inc. 


Calpurate” is the chemical compound 
theobromine calcium gluconate. 
It possesses remarkable freedom from 
gastric irritation, and is thus well-suited 


to long-term management and prophylaxis. 


MALTBIE LABORATORIES, INC., NEWARK 1, N. J. 


Usual adult dose 
of Calpurate (500 mg.) 
is to 2 tablets 
following meals, 


xa myocardial stimulant and coronary dilator 
_ as well—valuable for trouble-free, prolonged cardiac 
therapy. Also, in hypertension, Calpurate (500 mg.) 


with phenobarbital (16 mg.) is particularly valuable a - 


to relieve stress and improve circ 


ulatory efficiencys 


\\ 
iA : 
: 
= to lighten the load in con ewe heart failure... 
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a GP « August, 1953 139 


The screen is free and clear 
when you're fluoroscoping in 
vertical. It glides up and down 
with counterpoised smoothness. 


It’s easy to convert from ra- 
diography to fluoroscopy (or 
vice versa). Simply release a 
lock and let the counterpoised 


You fluoroscope freely at any 
table angulation because you’re 
moving only one carriage. With 
a separate tubestand, you have 


And there’s no outijutting mast to cramp tubearm swing above or below the table. two things to push . . . and push uphill a 
your movements . . . or collide with. You can do it easily from the front. great deal of the time. 


Cf Couple the Bucky to the tube- 


You get full 10” tube travel 
arm, and it’s automatically cen- 


across the table. And when you fg 
tered. It stays that way, moving want to lock tube travel both 


along with the tube until you ways (across and along the ta- 
release it. You can do all this without ever ble) you simply turn this lever in the table 
moving from your table-front position. front. No reaching for back-of-table locks. 


Take these random few “little” advantages (the Picker 
“Century” X-ray Unit offers dozens of them). Consider what they 
all add up to in terms of increased ease-of-operation and certainty of 


results. Now throw in the unparalleled automaticity and safety 
of its Monitor Technic Control and you’ll know why the 
“Century” user is a happily satisfied user the world over. 
There are more of these fine “Century” 100 
MA x-ray units actively in use today than any 
other similar apparatus. On the record, you’d be 
prudent to look into it before you 
commit yourself to any x-ray machine. 


PICKER X-RAY CORPORATION 
25 South Broadway, White Plains, N. Y. 


qt 


combination | x-ray unit 
60 MA 100 MA 200 MA 
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\ntidiarrheal. 
Therap 


a diarrhea is encountered, whether in 
adults, children or infants, and regardless of 
severity, Arobon is profitably employed as the 
basic medication. Prepared from specially proc- 
essed carob flour, Arobon provides generous 
amounts of naturally occurring pectin, lignin, 
and hemicellulose. These complex carbohydrates 
exert the very actions required for prompt control 
of diarrhea: They are demulcent, adsorbent, 
soothing, water-binding, antiputrefactive. 


In simple diarrhea of adults, infants and 
children, Arobon usually suffices as the sole 
medication. In infectious diarrhea and the dysen- 
teries, it is a valuable adjuvant to specific therapy. 
Arobon is safe, devoid of side actions, and does 
not interfere with nutrient absorption. 

Simple to Prepare Arobon is simply prepared: The powder is merely 
stirred into milk or water, forming a highly 
palatable drink. Suggested doses: for children 
and adults, 1 to 2 level tablespoonfuls in milk or 
water; for infants, 2 to 4 level teaspoonfuls boiled 
in water. Although containing no chocolate, 
the resulting mixture has a 
palatable, chocolate-like taste 
acceptable to all patients. 


AROBON 
is supplied in 5 ounce 
jars and is available 
through all pharmacies. 


THE NESTLE COMPANY, INC., WHITE PLAINS, NEW YORK 
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Emotional Stress Therapy 


with 


...both ingredients act for approximately the same duration of time, 
producing a smooth course of therapy... 


ELEVATION OF MOOD...relieves mental depression 
MILD SEDATION...allays nervousness and anxiety 


Syndrox® Hydrochloride 
SYN Ti L 2.5 mg.—sympathomimetic which produces 


sense of well-being and efficiency. 


... carefully balanced 
sympathomimetic-sedative... 
combines in each scored 


® 
Butisol’ Sodium 
15 mg. [4 gr. ]—‘‘intermediate’’ sedative which 
reduces excitation, promotes equanimity. 


yellow tablet: Bottles of 100 and 1000. 


Samples on request. 


McNeil 


LABORATORIES, INC. 
Philadelphia 32, Pa. 


; 


Much 


Better for 


relief of 
pa in 
t ra S C 0 e S —NON-NARCOTIC 
EACH TABLET CONTAINS 
analgesic 
Acetyl-p-aminophenol 
Salicylamide 
anti-depressant 
Raphetamine (racemic amphetamine 


phosphate, monobasic) 
relaxing 
Metropine® (methyl atropine nitrate) 0.5 mg. 
Supplied in bottles of 100 and 1000 


Average Adult Dose: 
1 te 2 tablets every 3 te 4 hours. 


Mrasonburgl 


&. J. STRASENBURGH CO., ROCHESTER, N.Y., U.S.A. 
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and other | 


BRAND OF OXYTETRACYCLINE 


impetigo = 


pe. Since cutaneous bacterial infections 
vena “probably account for more disability than 
Oe ee Pd any other group of skin diseases,” the 
availability of broad-spectrum Terramycin 
has been particularly helpful in controlling 
these common disorders. This pure, well- 
tolerated antibiotic is markedly effective 
4 against the wide range of organisms often 
implicated as primary or secondary patho- 
gens in skin disease. Successful clinical 
Pyoderma experience”** in the treatment of impetigo, 
multiforme and other cutaneous infections 
4 / recommends the selection of Terramycin 
y as an agent of choice in common diseases 
i of the skin. Terramycin is supplied in such 
convenient forms as Capsules, Tablets 
' (sugar coated ), Oral Suspension (flavored), 
new Pediatric Drops, and Ointment 
(topical), as well as other dosage forms for 
orai, intravenous, and topical administration. 


1. Bednar, G. A.: South. M. J. 46:298 (March) 1953. 

2. Wright, C. S., et al.: A. M. A. Arch. 

Dermat. & Syph. 67:125 (Feb.) 1953. 

Robinson, H. M., et al.: South. M. J. (in press). 

Andrews, G. C., et al.: J. A. M. A, 146: 1107 (July 21) 1951. 


2s, Terram ein 


BRAND OF OXYTETRACYCLINE 
erythema 
3 
multiforme 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, N.Y. 
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Academy Members 


may now order 


GIFT 


Subscriptions 


for 
Hospital and Medical 


School Libraries 
at $500 each 


This special rate (half the regular non-member 
price) applies only to gifts by Academy chapters 
or members to medical libraries. Subscriptions 
placed by hospitals or schools direct, or subscrip- 
tions for non-member physicians (excepting stu- 
dents, interns and residents) still require the full 
$10.00 rate. 


There are undoubtedly many hospitals in every 
state that would welcome a copy of GP every 
month. Certainly every medical student should 
have access to the wealth of sound medical knowl- 
edge in every issue of this magazine. Chapters or 
members can render a real service to these institu- 
tions by giving them a subscription—and at a 
below-production-cost price! An attractive card 
announcing your gift will be mailed to the for- 
tunate recipient. 


Orders should be marked ‘Gift Subscription” and 
mailed to 


GP BUSINESS OFFICE 


406 West 34th Street, Kansas City 11, Mo. 


You can LEARN a great deal about electrocardio- 
graphs from descriptive literature, the makers’ rep- 
resentatives, and the experiences of your colleagues. 
But, when it comes to deciding which one to buy you 
should not be asked to base your choice solely on 
the information thus obtained. Instead of “guessing” 
that the chosen ’cardiograph will be the right one 
for you, you should be permitted to “try it out” for 
a while under the exact conditions you would be 
using it. 

That is why Sanborn Company invites any 
seriously interested doctor, hospital or clinic to 


TEST A VISO-CARDIETTE 
FOR 15 DAYS— 
WITHOUT ANY 
OBLIGATION 
WHATSOEVER. 
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This exclusive Sanborn plan places a Viso-Cardiette in 
your hands for 15 days. You run tests on your own patients, 
examine the instrument thoroughly inside and out, invite 
others to appraise it (especially your engineering friends), 
and compare its construction, performance and records with 
those of any other make. Then, at the end of the “trial” 
period, if you are not completely satisfied, you simply return 
the instrument to us. Yes, it’s as easy as that — and you’re 
under no obligation! 


This coupon may be used to ask for a 
15-day “‘Viso”’ test, or simply 
to request descriptive 
literature. 

oom 

jette. 

15-day test of the viso-Cordien®: 
a 
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“, but would Ww 


STREET 


4 


u----~ SANBORN co. 


CAMBRIDGE 39, MASSACHUSETTS 
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For effective control of 
OPHTHALMIC INFECTIONS: 
FURACIN 


In stable, nonirritating dosage forms: 
FURACIN OPHTHALMIC LIQUID & OINTMENT 


Furacin proved effective in 88% of 278 pa- com 
* wide antibacterial spectrum 


tients with external ophthalmic bacterial infec- - designed for external use only 
tions. Conditions treated successfully included » effective in the presence of pus 
conjunctivitis, blepharitis, corneal ulcer, kera- 


References: 1. Brennan, J. W.: Am. J. 


titis and dacryocystitis. There was no retarda- Ophth. 35: 1343, 1952. + 2. Pritikin, R. 1.: 
J. Internat. Coll. Surg. 17:234, 1952. —and Z 
tion of healing of corneal lesions(1). Duchon, M. L.: Mil. Surgeon 109:706, 1951 x 
—;—and Farmer, H. S.: Mil. Surgeon 

Other clinicians recommend Furacin espe- 108:309, 1951. 4 

cially for staphylococcic conjunctivitis and ; 


Formulae: Furacin Ophthalmic Liquid 
abscesses of the lids and for corneal ulcers(2). contains Furacin 0.02% @® brand of nitro- 
furazone N.N.R. dissolved in an isotonic 
aqueous solution. ¥2 fl. oz. bottle. 

Furacin Ophthalmic Ointment contains 
Furacin 1% in a petrolatum type base. 
Y% oz. tube. 


Literature on request 


ALON 


OTHER DOSAGE FORMS OF FURACIN INCLUDE: 
FURACIN SOLUBLE POWDER + FURACIN VAGINAL SUPPOSITORIES - FURACIN NASAL 
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You know when... and which... nasal 
instillations are desirable. But, the patient who 
wants relief from a “stuffy head”... does he 
consider such things as rebound congestion, 
ciliary damage or other hazards of indiscriminate 
self-treatment? 


Novahistine, taken orally, usually reduces nasal 
congestion promptly. It can eliminate use of 
topical applications between office visits and 
“overtreatment” by the patient. 


The vasoconstrictor agent) in Novahistine 


causes no cerebral excitement and does not lose 
effectiveness with repeated dosage. Its 
decongestant action is potentiated and 


ELIXIR TABLETS 


Each teaspoonful or tablet provides: 
Phenylephrine hydrochloride . 5.0 mg. 
(2) Prophenpyridamine maleate. . 13.5 mg. 


RE COM PAN Y 


Division of Allied Laboratories, Inc. © INDIANAPOLIS, INDIANA 
*TRADEMARK 
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least of the histamine antagertists.'?) 
| 


» a really effective treatment 
for Seborrheic Dermatitis of the scalp 


... keeps scalp free of scales for one to four weeks 


In clinical trials with 400 patients'** SELSUN Sulfide Suspension pro- 
vided complete control in 81 to 87 percent of all cases of seborrheic der- 
matitis . . . and in 92 to 95 percent of cases of mild seborrhea (common 
dandruff). SELSUN frequently proved successful after other recognized 
treatments had failed to produce satisfactory results. These studies 
showed that SELSUN stops itching and burning symptoms after only 
two or three applications . . . and that scaling is controlled for one to 
four weeks. 


Patients find SELSUN simple and pleasant to use . . . it is applied while 
washing the hair, then rinsed out. As a result, the scalp is left clean and 
odorless, and there is no oily residue to come off on clothing or linens. 
Toxicity studies’? show there are no harmful effects when used ex- 


ternally as recommended. 


Designed strictly for the medical profession, SELSUN is available only 
on a physician’s prescription. It is supplied by pharmacies 
everywhere in 4-fluidounce bottles with tear-off labels. OStrott 


References: 
1. Slinger, W. N., and Hubbard, D. M. (1951), Arch. Dermat. & Syph., 64:41, July. 
2. Slepyan, A. H. (1952), Ibid., 65:228, February. 

3. Ruch, D. M. (1951), Communication to Abbott Laboratories. 


SULFIDE 


(SELENIUM SULFIDE, ABBOTT) 
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Before treatment with Selsun 


After two weeks of treatment 


~w, After six weeks of treatment 


=... 
AN WSS 
: 
- CLINICAL PHOTOGRAPHS showing effect of SELSUN on pityriasis sicca 
| 
Patient applied SELSUN twice a week for two weeks, once a week for next four weeks 
i 
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increases the usefulness of oral aminophylline 


In the form of AMINODROX, three out of four pa- 
tients can be given therapeutically effective ora/ doses 
of aminophylline. 

This is possible with AminoDRox because gastric 
disturbance is avoided. 

Now congestive heart failure, bronchial and car- 
diac asthma, status asthmaticus and paroxysmal 
dyspnea can be treated successfully with ora/ amino- 
phylline in the form of AMINoDROx. 

Aminodrox Tablets contain 1 1/2 gr. aminophylline with 2 gt. 

activated aluminum hydroxide. 

Aminodrox-Forte Tablets contain 3 gr. aminophylline with 4 
gt. activated aluminum hydroxide. 

Also available with 1/4 gr. phenobarbital. 
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A. H. ROBINS CO., INC. 


“24- hour” pain relief’ 
for the rheum patient 


Gm. in each yellow enteric coated Tablet or 5 cc. of Liquid. Pabalate- 

0.3 Gm. (5 gr. and pare-aminobenzoic ocid fee the potassium 
solt} 0 0.3 Gm, (5.gn) In each Persian Rese color, enteric coued Tablets: 


= Smith, &. Lancet 1950, 


longer ds of t ith 
higher freedom f toxic tions, 
NOW. cach tchlet also 50 my. ascorbic acid NO increase ip cost to patien? 


Increases respiratory tract fluid almost 200% 
Reduces coughing spells up to 70% 


Relieves bronchiolar constrictions 
Improves patient’s mood 
No adverse side effects 


y ins 7 


FORMULA: Glyceryl guaiacolate 100 mg., and desoxyephedrine 
hydrochloride 1 mg., per 5 cc., in a palatable aromatic syrup. 


*Cass, L. J. and Frederik, W. S.: Am. Pract. and Digest of Treat., 2:844, 1951. Report 
of blind test on 52 hospitalized patients. 


A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA 
Ethical Pharmaceuticals of Merit since 1878 


| Patients and observers in clinical test‘agree: 
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IN ATHLETE'S FOOT 


cure the case... 


but spare the 


OCTOFEN. 
does both! 


One reason OCTOFEN Liquid is so widely 
accepted by professional and patient alike 
is because it is non-caustic, non-irritating 
and greaseless. It is highly potent, yet low 
in concentration. Therefore, OCTOFEN 
minimizes the risk of overtreatment der- 
matitis. Furthermore, OCTOFEN is fully 
fungicidal, despite the presence of blood, 
exudate and debris. 


Proved 97% effective 


Stringent in vitro tests have proved that po- 
tent OCTOFEN kills Trichophyton menta- 
grophytes on 2-minute contact. The formula, 
2.5% 8-hydroxyquinoline in 43% ethyl alco- 
hol was found effective in 97% of cases 
treated. Clinical details on request. 


a Oster and Golden, re- 
porting in Experimental Medicine and 
Surgery, 7:37, 1949, found that with 
OCTOFEN, a high percentage of .. 
mild cases cured in one to two weeks" 
treatment . . . moderate infections 
cured in two to four weeks . . . severe, 
long standing chronic cases cured 
within three months ... 


Fungistat vs. Fungicide 

A fungistat may clear athlete’s foot momen- 
tarily, but a cure requires a fungicide. No 
mere fungistat, OCTOFEN is a true potent 
fungicide; hence it does not leave fungi in a 
dormant state, but attacks them to the finish. 


2-way attack helps avoid reinfection 

Following liquid application, double the 
benefit of your treatment with OCTOFEN 
Powder, also containing potent 8-hydroxy- 
quinoline. Helps keep feet extra-dry because 
it has silica gel for superior moisture absor- 
bency. (Damp feet invite reinfection!) Non- 
gritty, non-caking powder with long anti- 
fungal activity. Combats foot odor as it cools, 
soothes and relieves irritated, tender feet. 


McKesson & Robbins, Inc., Dept. GP 
Bridgeport 9, Conn. 


Kindly send me free samples of your Octofen Liquid and 
Powder. 


Zone State 


AD 


McKESSON & ROBBINS, INCORPORATED + Bridgeport 9, Conn. 
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An important \ 
new preparation... 


clinically accepted | 
... for lowering 
blood pressure 


in both benign " VER ALB A* 


and malig nant [Brand of Protoveratrines A and B 


H Y PE RT E N S ] O N | ...chemically standardized by an 


original Pitman-Moore assay.“ ] 


(1) Crumpton, C. W. et al.: J. Pharm. & 
Exper. Therap., 106:378 (Dec.) 1952. 
(2) Currens, J. H. et al.: Abstract, Pro- 

am American Heart Assn., April 18-19, 
1952. (3) Meilman, E., and Krayer, O.: 
Circulation 6:212 (Aug.) 1952. (4) Hoob- 
ler, S. W. et al.: Ann. Internal Med., 
(5) Smirk, F. H., 
an apman, O. W.: Am. Heart J., 
43:586 (April) 1952. (6) Nash, H. Saree 


and Brooker, R. M.: J. Am. Chem. Soc. ey : 
75:1942, 1953. 


Recent clinical investigations’ show that protoveratrine 
produces a significant decrease in systolic and diastolic blood 
pressures. With adequate dosage, this well-tolerated veratrum 
derivative can often maintain blood pressure near normal levels 
indefinitely,” and alleviate such symptoms as headache, in- 
somnia, delirium, dizziness, and blurred vision. 


The effective dose of protoveratrine for the individual patient 
can usually be readily established with Veralba Tablets. Their 
chemically-standardized protoveratrine content is highly constant in 
potency . . . permitting the careful estimation of dosage essential 
for optimal results from protoveratrine therapy. 


Veralba is supplied as 0.2 mg. and 0.5 mg. grooved tablets, in : 
bottles of 100. 7 


*Trademark 


Pharmaceutical and biological chemists 


PITMAN-MOORE COMPANY INDIANAPOLIS 6, INDIANA 


Division of Allied Laboratories, Inc. 
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When low-calorie diets and passive guid- 
ance are not enough, ALTEPOSE provides 
active assistance for reducing your over- 
weight patient. Reducing becomes com- 
fortable and effortless, because ALTEPOSE 

1. Inhibits hunger 

2. Reduces nervous tension 

3. Improves energy output 


THREE SYSTEMIC ACTIONS WITH ALTEPOSE makes patients feel better — 


For weight reduction 


more active, more hopeful, and more co- 
operative. ALTEPOSE is thus a valuable 


adjunct to the dietary treatment of obesity. 
2 Each ALTEPOsE tablet contains: 


Propadrine 50 mg. 

Phenylpropanolamine HCl, Thyroid and Vinbarbital titties 25 mg 


‘Propadrine’ exerts an anorexigenic effect, 
presumably through the hypothalamus,' 
and also affects the emotional pattern. It 
causes less central stimulation than am- 
phetamine.? When administered with 
Delvinal the therapeutic advantages of 
‘Propadrine’ are enhanced.* Thyroid facil- 
itates the depletion of depot-fat by increas- 
ing the metabolic rate. 


References: 1. Jolliffe, N.: Reduce and Stay Reduced, 
Simon and Schuster, New York, 1952, p. 2. 2. Tainter, 
M. L.: J. Nutrition 27:89, Jan. 1944. 3. Kalb, S. W.: 
M. Soc. New Jersey 39:584, Nov. 1942. 


The usual dose is one ALTEPOSE tablet two or three 
times daily, taken one-half to one hour before meals. 


Division of Merck & Co., Inc. Philadelphia 1, Pennsylvania 
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Anytime... 


Anywhere... 


Gratifying Relief 


Promptly 
and Safely 


Whenever frequency, 
pain, burning, or 
urgency occur— 
wherever the patient 
may be— 


the safe, local analgesic action of Pyrip1uM promptly 


relieves these distressing urogenital symptoms 
due to cystitis, prostatitis, urethritis, or pyelonephritis; 
Convenient, oral dosage is compatible with antibiotics 


or other specific therapy. Y R UJ 


(Brand of Phenylazo-diamino-pyridine HC1) 


Pyripium is the registered trade-mark of MERCK & em INC. 


Nepera Chemical Co., Inc. for its brand of 
phenylazo-diamino-pyridine HCl. Manufacturing Chemists 
Merck & Co., Inc. sole distributor in the U.S. 
RAHWAY, NEW JERSEY 
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low-calorie 


DIETETIC FOODS 


boon to the millions whose 
caloric intake must be reduced 


Theoretically it is not difficult to organize a diet which will ade- 
quately reduce the caloric intake of the individual so that orderly 
weight loss occurs. If human beings ate only to satisfy hunger, it 
would not be so difficult for obese patients to stay on a weight 
reduction regimen. 

Their excessive appetites and the exaggerated importance 
which eating occupies in their lives may well be related to psy- 
chologic aberrations and obscure frustrations. It is this very per- 
version of the appetite that makes it so difficult for the obese to 
remain on the reducing diet—so many of the foods prohibited are 
the very ones that are most pleasurable. 

Even on a well-organized high-protein diet, in which hunger is 
held in complete abeyance, the craving for something sweet be- 
comes more and more intense, and if self-discipline is not suffi- 
ciently rigid, “‘cheating’’ results. 

Tasti-Diet Low-Calorie Dietetic Foods are especially designed 
to overcome this problem. Because of their unique processing 
(without sugar) their caloric content is as much as 70% less. 

Tasti-Diet Dietetic Foods—an array of 36 low-calorie fruits, 
vegetables, salad dressings, puddings, jellies, and gelatin desserts 
—can make the difference between success and failure in any 
weight reduction program. Through their use the reducing diet 
can provide—within the realm of the proper caloric limitation— 
an abundance of salads with tasty dressings, luscious fruits in a 
sweet, rich, syrup-like liquid, delicious desserts and jellies that 
satisfy the craving for sweets. 


Physicians are invited to send for 
literature and a representative sample 
of each category of the foods mentioned. 


FLOTILL PRODUCTS, INCORPORATED 
TASTI-DIET DIETETIC FOODS DIVISION 


Stockton, California 


Tasti-Diet Dietetic Foods are special purpose foods 
processed to meet specific dietetic needs. Tasti-Diet 
canned fruits, jellies, and desserts (no sugar added) 
are sweetened with nonnutritive artificial sweet- 
eners; Tasti-Diet canned vegetables are processed 
without the addition of salt or sugar; Tasti-Diet dress- 
ings, containing no sugar or mineral oil, are pre- 
pared especially for low-calorie, low-sugar, and 
diabetic diets. 


TASTY 
JELLIES 
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THERAPY for this, 
the largest group of hypertensives 


@ Ravuwiloid offers an effective means of treating mild and moderate hyper- 
tension, without subjecting the patient to the hardship and discomfort 
attending so many other drugs employed for this purpose. 


@ Produces a calming, tranquilizing effect, without the drowsiness so frequently 
observed with barbiturates. 


@ May be given for long periods without loss of therapeutic efficacy; toler- 
ance has not been observed. 


@ Lowers blood pressure presumably through central action; does not lead to 
postural hypotension attending the sympathetic blocking agents. 


@ Relieves associated symptoms; no dosage determination problem. 


@ Rauwiloid rarely produces side actions, hence patients need be seen only 
at long intervals. Patients on Rauwiloid are more comfortable, feel better, 
and are more cooperative. 


obtained from 


i 
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ORIGINAL RIKER RESEARCH PRODUCT 


for the long-time management of 


mild or moderate hypertension, with 


Rauwiloid represents an alkaloidal fraction 
obtained from the tropical plant Rauwolfia 
serpentina; it is generically designated the 
alseroxylon fraction. 


e Each batch of extract is tested in dogs for 
its effectiveness in producing drop in blood 
pressure, bradycardia, and sedation. 


e@ Clinically, Rauwiloid produces (1) mod- 
erate drop in blood pressure, (2) desirable, 
mild bradycardia, (3) an appreciated calm- 
ing influence, and (4) prompt relief of head- 
ache, dizziness, and other symptoms. 


CONTROL OF ASSOCIATED SYMPTOMS 


bupply 


Rauwiloid is avail- 
ble on prescription at all 
harmacies in bottles of 60 
bblets, 2 mg. each; Rauwiloid 
Veriloid in bottles of 100. 
ach bottle represents an aver- 
ge month's supply. 


Bibliography: 

Wilkins, R. W., and Judson, W. E.: 
The Use of Rauwolfia ae in 
Hypertensive Patients, New E ne 
land J. Med. 248-48 (Jan. 8) 19: 
Wilkins, R. W ; Judson, W. E., and 
Stanton, J. R . Preliuminary Obser- 
vations on Rauwolfia Serpentina in 
Hypertensive Patients, Proc. New 
England Cardwvas. Soc., 1951- 1952, 


Int. Med. 37.1144 (Dec.) 1952. 

Vakil, R. J ; Clinical Trial of Rau- 
wolfia Serpentina in Essential 
ae Brit. Heart J. 2:350, 


R. W.: Combination of 
rugs in the Treatment of Essen- 
dypertension, 


Ford, R. V.; Livesay, W. R.; 
Miller, S. 1, and Moyer, J. H.: Pre- 
liminary Observation of Rauwolfia 


& Ann., in press. 


Therapy of Hypertension, M. Rec improvement. 


e The hypotensive action of Rauwiloid is 
slow in developing, and may not attain its 
maximum effect for weeks or even months. 
However, the ability to lower blood pressure 
is limited, regardless of dose. 


e Rauwiloid is not ganglionic or adrenergic 
blocking and does not interfere with postural 
reflexes. Even at several times the therapeu- 
tic dosage, undesirable side actions are 
rarely seen with Rauwiloid. 


e The initial dose of Rauwiloid is 4 mg. (2 
tablets) once daily, until the desired effect 
is achieved; thereafter the maintenance dose 
is one 2 mg. tablet daily. 


THE ADVANTAGES CARRY OVER IN THE 
TREATMENT OF SEVERE HYPERTENSION WITH 


Rauwiloid 


e@ The characteristic effect of Rauwi- @ The calming influence of Rauwiloid 
loid is retained when a more potent _ enhances tolerance for Veriloid, mak- 
hypotensive agent such as Veriloid is _ing it possible for patients to obtain 
concurrently given. Clinical evidence striking reduction of blood pressure 
p. aA. suggests that synergistic potentiation from lower doses of Veriloid. 

e In severe or resistant hypertension, The average dose of Rauwiloid+ 
Rauwiloid + Veriloid prov ides the Veriloid is one tablet three times daily, 
more potent hypotensive action ideally after meals, at intervals of not 
tor 30.399 (Apr) 1953. needed. The combination produces _less than four hours. Each tablet con- 
outstanding objective and subjective tains 1 mg. of Rauwiloid and 3 mg. 


of Veriloid. 


— J | BEVERLY BLVD. LOS ANGELES 48, CALIF. 


(Continued from page 25) 


On Veteran’s Care 


Dear Sir: 

Ever since the statistical analysis of the bed occupancy 
of veteran’s hospitals showed that 64.5 per cent of such 
cases were nonservice-connected disabilities, the spokesmen 
for various organizations interested in the continued partici- 
pation of the federal government in the doctoring business 
have minimized that figure by clouding the issue with hu- 
manitarian talk about the bulk of that number being made 
up of T.B., N.P., and chronic cases. 

These cases, they argue, would have to be treated at state 
expense anyhow, and there are not sufficient existing facili- 
ties to handle them—therefore, it is justifiable for them to 
be cared for in veteran’s facilities. By such dubious reason- 
ing they automatically reduce the 64.5 per cent figure to 
14.4 per cent, and then estimate that about 8 per cent are 
receiving short-term medical care on the basis of professed 
inability to pay for the service elsewhere. 

The fallacy in their lines of reasoning rests on their ac- 
ceptance, as just, of 50.1 per cent n-s-c chronic cases re- 
quiring federal medical care. If it is fair to provide housing, 
clothing, food, and medical care at the hands of a welfare 
state to 497,000 ex-servicemen because of disabilities having 
no connection with the service they rendered—then it is 
also fair to provide the same benefits for 500,000 ex-govern- 
ment workers and their families. By the same process of 
dialectics, the welfare state could provide the same benefits 
for ever increasing numbers of privileged groups. The end 
result would be the current objective—SOCIALISM. 

We cannot hope to a return to sane, constitutional, re- 
publican government unless special groups stop asking for 
federal “handouts” to relieve them of their individual re- 
sponsibilities. The only reason we have the problem now, 
is because of shortsighted legislators in past years who thought 
that they could avoid the moral code by legalizing means 
of plunder. 

When the proponents of such class legislation get down 
to thinking in terms of right and wrong, as is made per- 
fectly clear by simply, basic moral codes of living that have 
stood the test of time, and in terms of the loss of freedom 
that accompanies the perpetuation of these socialistic 
schemes, then we may have the long overdue repealing of 
laws that have for the past forty years been gradually de- 
stroying the God-granted liberties established and recog- 
nized by our wise forebears. 

A. G. Biazey, M.D. 
Washington, Indiana 


There may be those who feel Dr. Blazey views with unneces- 
sary alarm the present political outlook for medicine. Let us not 
forget, however, that in even the most peaceful years we main- 
tain a standing army and that in even the quietest waters, the 
pilot continues to check his charts and study the currents.— 
PUBLISHER 


Eye on Government-Trained Doctors 


Dear Sir: 

I read and enjoy GP. It is truly a journal for the general 
practitioner. Also I enjoy reading the “Yours Truly” column 
of letters from the readers and I am writing this in the inter- 


est of the doctor draft. There has been a gross inequity in 
this, that has existed from the first and I have never seen it 
mentioned in print. 

There were thousands of M.D.’s and dentists graduated 
from 1942-49 partially or wholly trained at government ex- 
pense, expressly to furnish future medical officers. All doc- 
tors who were in either ASTP or V-12 programs received 
service pay, allowances, etc., covering all expenses of tuition, 
books, board, and room. This averaged about $2,000 per 
school year, and in four years this amount would be $8,000. 
Besides this, they were declared eligible for the regular GI 
Bill even though they had served no time outside of ASTP 
or V-12. 

These men drilled a few hours a week, otherwise their 
course was identical with their classmates who were paying 
all of their own expenses. Why should not a proportionately 
longer period of service be required for men educated at gov- 
ernment expense? 

All doctors not under this program had to begin medical 
practice with a heavy load of past school debts, while govern- 
ment-educated men could begin practice with a clean slate. 
In accordance with our democratic principles, some clarifi- 
cation of this inequity is in order. 

NaME WITHHELD ON REQUEST 


Not Lost to the Fold 


Dear Sir: 

I am no longer engaged in active general practice. I am 
taking full-time postgraduate work in the hope of learning 
more of the basic medical sciences. This work is incorpo- 
rated under a residency in pathology at the Aspinwall V.A. 
H. and a research fellowship at the Addison Orbsin Labora- 
tory, Pittsburgh, Pa. 

Under the above program I guess that I no longer qualify 
to remain an active member of the A.A.G.P. This I sincerely 
regret in that I think the organization is great. 

To me, the general practitioner is the most important cog 
in the wheel of the medical machine. The Academy meetings 
presented me a great wealth of pertinent information with- 
out the “personal” greatness of the lecturers being forced , 
down my gullet. As a result of such a meeting, the Atlantic 
City A.A.G.P. Convention of 1952, I was so stimulated for 
the want of knowledge that I decided to explore deeper into 
the fields of basic science. Besides the technical knowledge 
received, the fellowship of the general practice family was 
(and is) heartwarming. 

In the future I hope to add a little bit to the knowledge 
of medicine, but whatever it is, it will not compare to the 
comfort that the general practitioners add hourly and daily 
as they treat their patients. 

Perhaps there is a way I can remain affiliated with the 
Academy; if there is; I would appreciate any information of 
it. I am after knowledge in my new work, not to become a 
“high-falutin” specialist. 

W. F. Bairp, M.D. 
Pittsburgh, Pennsylvania 


We understand and commend the desire to help extend the 
boundaries of medical science—even when it costs the Academy 
an active member. Dr Baird need not be completely lost to the 
fold, however. There is available to him a Sustaining Member- 
ship (By-Laws, Chapter 1, Section 8) upon recommendation of 
his state chapter —PUBLISHER 
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curb inflammation 


combat infection 


protect the injured eye 


Ophthalmic Suspension Sterile 


CORTOGEN (cortisone acetate) and SODIUM SULA MYD (sodium sulfacetamide) 


acts rapidly, safe, well tolerated 


Cortomyp* Ophthalmic Suspension 
(sterile), containing 1.5% (15 mg. per 
cc.) cortisone acetate (CorTOcEN® 
Acetate) with 10% (100 mg. per cc.) 
sodium sulfacetamide (Sodium 
Sutamyp®), 5 cc. dropper bottle. 


*TM. 
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THE NEW THERAPY THAT KEEPS FAT MOVING 


LIPOTRIAD presents unusually potent lipotropic and 
oxytropic principles to combat degenerative diseases 
caused by or associated with faulty fat metabolism 
and to offer nutritional support in such conditions. 


Prescribe LIPOTRIAD (Smith) 


1. In cirrhosis of the liver—to help 
return the liver to a measure of 
normal activity. 


2. In diabetes—to ameliorate ar- 
teriosclerotic damage of the 
pancreas. 


3. In kidney disease—to help 
reverse early arteriosclerotic 
changes. 

4. In the geriatric patient—as a 
nutritional corrective. 


5. In atherosclerosis and arterio- 
sclerosis — as an aid in preventing 
further arterial damage. 


Composition: LIPOTRIAD (Smith) is a 
potent, non-toxic, comprehensive mix- 
ture of choline, di-methionine, inosi- 
tol, vitamin By» and other B-complex 
vitamins. It contains no alcohol or 
sugar, and therefore can be pre- 
scribed ad lib. to diabetics. 


Available os a palatable, red-colored 
liquid or as pink capsules. 


Dosage: 5 cc. or 3 capsules, three 
times daily after meals. 


For complete information about 
LIPOTRIAD (Smith) drop a note 
on your prescription blank to 


CARROLL DUNHAM SMITH PHARMACAL COMPANY 


New Brunswick, New Jersey 
Established 1844 
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*“DUOTECH’ Milliampere 
Second (MaS) Integrator gives a 
revolutionary concept of accuracy 
in radiographic quality control 
with the fastest possible time of 
exposure. You get radiographs 
of consistent density regardless 
of power line conditions or other 
factors . . . and the shorter ex- 
posure time gives sharper detail. 


*The ‘DUOTECH’ Simplified 
fin AL IL rh Technique reduces the usual 3 

operational steps to 2. The Tech- 
nician makes only 2 selections: 
MaS and PKV. It’s easier 
and faster, while giving complete 
protection to the tube 


creator of push-button controls 
now brings you an important 
advance in X-Ray Technology: 


DUOTECH” conrtroi 

UNIT* 

with the “DUOTECH” you get 

consistently better results with 

MODERATELY PRICED equipment, 

formerly obtainable only 

with the most expensive! 


| 

| F. Mattern Mfg. Co. 

j 80, Have your dealer call for 
| appointment 

| 
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purified 
orticotropin-gel 


wilson 


Purified Corticotropin-Gel Wilson may be admin- 
istered for long periods without serious untoward 
effects, when used according to directions. 


Well Tolerated 


by Your Patients— 


Repeated doses of Wilson’s Purified Corti- 
oiform Therapeutic cotropin-Gel, regardless of the time interval 
Response— elapsed, produce the same therapeutic 


response. 


The new lower cost—less than 314 
cents per unit of clinical activity 
» +++ AND INEXPENSIVE  —makes Wilson’s Corticotropin 
products available to virtually 
all patients. 


Purified Corticotropin-Gel Wilson is the only 
corticotropin-gel which has been accepted by 
the Council on Pharmacy and Chemistry of the 
American Medical Association. 


PHARMALY 
ano 
CHEMISTRY 


THE WILSON LABORATORIES Detailed information about the use and dosage of Purified 


Dept. FS Corticotropin- Gel Wilson and Corticotropin Solution Wilson 
4221 S. WESTERN BLVD. 
CHICAGO 9, ILLINOIS will be furnished on request. 
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When 


shes courted 


When the dieter rationalizes that good times 
aren’t good times without good food, it’s time to 
prescribe Desoxyn Hydrochloride. One 2.5-mg. or 
5-mg. tablet before breakfast and another before 
lunch will keep lusty appetites in check and at the 
same time boost dieting morale with a sense of 
well-being. Besides obesity, DEsoxyn is indicated in 
depressive states accompanying illness, convales- 
cence or the menopause . . . also as an adjunct in 
chronic alcoholism and cerebral arteriosclerosis. 
Available at all prescription phar- 


macies in tablets, elixir and ampoules. Obbott 


prescribe... 


DESOXYN 


Hydrochloride 


(METHAMPHETAMINE HYDROCHLORIDE, ABBOTT) 


a 
y 
P smaller longer 
y dosage 
quicker minimal 
action 
AS : “ 
; 
“ANY 
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on every 
count 


SUPERIOR 


Superior flavor 


Pleasant tasting. No disagreeable aftertaste. 
Readily accepted without coaxing. 
Each 0.6 cc. of Poly-Vi-Sol supplies: 


Vitamin A 
Vitamin D 


Ascorbic acid 


Thiamine 
Riboflavin 


Niacinamide 


5000 units 
1000 units 
50 mg. 

1 mg. 

0.8 mg. 

6 mg. 


When a suppler..ent containing just vitamins A, 
D and C is desired, specify Tri-Vi-Sol +++ also 


superior in patient 
and stability. 


Superior miscibility 
Disperses readily in formula, fruit juice or water. 
Mixes well with cereals, puddings or strained fruits. 


Superior convenience 


Light, clear and non-sticky . . . can be accurately 
measured and easily administered. No mixing nec- 
essary ... in ready-to-use form. 


Superior stability 


Requires no refrigeration. May safely be auto- 
claved with the formula. 


MEAD JOHNSON & COMPANY 
Evansville 21, Ind., U.S.A. 
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